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The Archbishop’s Address 
Most Rev. Guillaume Forbes, D.D. 


T WAS certainly a great pleasure and honor that 
| was conferred upon me a few weeks ago when I 
was offered the very estimable honor of being 
honorary vice-president of this new organization, the 


Ontario Conference of the Catholic Hospital Associa- 
tion of the United States and Canada.* 

I wish the Conference a successfully long life and a 
distinguished service, and I am glad to be here this 
morning representing the hierarchy and to welcome 
the members of this Conference to their first annual 
convention of the Ontario Conference of the Catholic 
Hospital Association. It is, therefore, a fact worthy 
of note to welcome you hete today, Your Worship, 
Rev. Fathers and Sisters, members of the medical and 
nursing professions, ladies and gentlemen. 

The success of this convention is assured by the very 
good action you have made this morning by attending 


*Delivered at the first annual meeting of the Ontario Conference of the 
Catholic Hospital Association, April 5-7, 1932. 


ND the King answering shall say to them: 

A ree I say to you, as long as you did it to one 

of these My least brethren, you did it to Me 
(Matt. xxv. 40).* 

The Catholic Church has even interested herself in 
the welfare of the sick. True to her Divine Founder, 
who went about doing good — curing the sick, giving 
sight to the blind, hearing to the deaf — she has carried 
on faithfully down through the ages this great chari- 
table work. 

With the dawning of the era of Christianity there 
arose the desire for the accomplishment of good works 
and this found ready expression in the care of the sick 
and needy who abounded in every locality. These 
Christians realized that there was no better way of 
fulfilling our Blessed Lord’s percept, “Love one 


~ Sermon delivered at the First Annual Meeting of the Senente Con- 
ference of the Catholic Hospital Association, April 5-7, 1932. 
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Mass in the chapel of the University of Ottawa, cele- 
brated by the rector of the University. 

You had the pleasure of hearing the apostolic voice 
of Father Smith. I had been already asked to attend 
another celebration, another kind of celebration which 
was not the first of an organization, as it is today for 
you. It was the 50th anniversary of the consecration 
to the religious life— their Golden Jubilee. I hope 
that this new Association may also live to celebrate 
this great event. 

I hope that these days of convention will be very 
fruitful, and that your souls and bodies, hearts and 
minds will benefit and that it will give you renewed 
hope, strength, and inspiration to carry on your won- 
derful work, and that you will always give aid to the 
sick for the love of God and the love of your neigh- 
bors, and will always work better and better for the 
care of the sick. 





P. Smith 


Another,” “Love one another as I have loved you,” 
than by caring for the sick and homeless. The early 
religious imbued with an ardent zeal to carry out the 
teaching of the Master sought only the sick, nursed in 
their homes and at times brought them to their own 
homes and institutions where they cared fer them and 
from these individual efforts there gradually evolved 
the hospital for the care of the sick. The sick were 
often taken into the bishop’s homes, and later on, the 
religious orders of the ‘church set aside portions of 
their monasteries as refuges for the sick and poor, and 
in one way or another ministered to them. 

The deacons and deaconesses of the early church 
were given this as a special work. St. Luke, the evan- 
gelist, was himself a physician. There were men like 
SS. Cosmas and Damien. St. Gregory Nazianzen 
speaks of the care of the sick as “an easy way to 
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heaven,” and St. Lawrence when bidden by the pagans 
to Bring the treasures of the church, collected the old 
and the maimed, the crippled and the diseased. 
Early Care of the Sick 

Before Christianity there was no care of the sick, 
at least no systematized care manifested. True, there 
were cases of charitable work for them but these were 
only isolated cases where nursing usually meant put- 
ting the sick together in buildings lest they infect the 
healthy, leaving them food and drink for a period of 
time during which they either recovered by nature’s 
help, or else died. Treatment was given mainly to those 
young men who would be needed for warfare as in the 
case of the military hospitals founded by the Romans 
in the time of Trojan. But the hospital as an institu- 
tion in which the ailing are cared for is entirely owing 
to Christianity and, of course, the Catholic Church. 

In 390, Fabiola, a Christian woman, built the first 
general hospital in Rome under the direction of St. 
Jerome, and another Christian woman, Paula, erected 
the first pilgrims’ hospital for those going on pilgrim- 
ages to Bethlehem. Other hospitals were founded by 
the Empress Eudocia, in Jerusalem about 420. Also in 
the fourth century, St. Basil the Great founded many 
hospitals, called basilias after him, one of the most 
famous being at the gates of Czsaria. Of this hospital, 
St. Gregory Nazianzen said: “It would be reckoned 
among the miracles of the world, so numerous were the 
poor and sick who came hither and so admirable was 
the care and order with which they were served.” 


The work and number of hospitals increased through 
the ages and kept pace with the growth of the Church. 
(You can read the history of the work yourselves.) 

It was left, however, to the first Pope of the thir- 
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teenth century, Pope Innocent III, to cause to be built 
the first modern city hospital, with its main purpose 
to care for the acutely ill who had no one to care for 
them properly as well as for those whose friends were 
not in a position to care for them. Pope Innocent 
recognized the necessity for the existence of a city 
hospital in Rome, and by inquiry determined that the 
model hospital for this purpose existed down at Mount- 
pellier in connection with the famous medical school 
of the university there. Pope Innocent summoned Guy, 
or Guido, as he was known after this, to Rome and 
founded for him the hospital of the Holy Spirit in the 
Borgo not far from St. Peter’s, where it stood until 
recent years. This was the mother and model hospital 
for the world. When bishops came from throughout 
the world to make their ad limina visit to the Pope, 
he sent them to inspect this hospital, and requested 
them to have one built similar to it in their diocese. 
Many of these hospitals were established in various 
parts of Europe. Virchow, the German pathologist, in 
his history of the foundations of the German hospitals 
has a list of over one hundred towns in Germany in 
which hospitals of the Holy Spirit or medical institu- 
tions, modeled on this hospital at Rome, were founded. 
Hospitals were founded in large numbers in France 
and Italy. In England, too, in the thirteenth century, 
the hospital movement was evidently quite as active 
as in Germany. Pope Innocent’s influence was felt in 
London. We have the famous St. Bartholomew’s Hos- 
pital, which had been a priory founded at the begin- 
ning of the twelfth century, which took care of the 
poor and ailing, but now becoming more frankly a 
hospital. St. Thomas Hospital which still remains, and 
is one of the great medical institutions of London, was 
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founded by Richard, prior of Bermondsey in 1213. 


Hospitalization in Canada 

In France at the time of the colonization of Canada, 
hospitalization had probably been brought to a higher 
state of perfection than in any other European coun- 
try. Most of the large cities of France had hospitals. 
Little wonder then with such a background, the French 
should have been burning with zeal to establish in 
Canada a hospital for the care of the sick Indians, who 
were reported to be dying by thousands from disease. 
They were anxious, as well, to emulate the example 
of the Spaniards, who under Cortez, had built, about 
the year 1524, the hospital of the Immaculate Con- 
ception, which still stands in the city of Mexico. 

Appeals were made and generous funds received, and 
there came into being the Hotel Dieu of Quebec, in 
1639, followed by the Hotel Dieu at Montreal in 1644, 
St. Jean de Dieu at Port Royal, the General Hospital 
of Quebec in 1693, and the General Hospital in 
Montreal, 1694, and the Hotel Dieu in Three Rivers, 
1697, and many others. There are today in Canada, 
according to Hosprrat Procress the official directory, 
146 hospitals and 12 allied institutions under the care 
of the religious orders of the Church, and in Ontario, 
30 hospitals and 8 allied institutions. The Church then 
is justly proud of her work in the foundation and 
maintenance of its hospitals. 


Benefit of the Hospital 
Of what benefit is the hospital? There is no more 


important work than that of the care of the sick — the 
prevention and curing of disease. Life is a precious gift 
of Almighty God, a mighty thing, and the Church, 
too, has ever realized the importance of Mens sana in 
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corpore sano. The association of physicians, one with 
another, the consultations, and interchange of views 
and ideas to the advantage of the patient, is much 
more easily obtained in a hospital than in a private 
home. 

Care of the sick and unfortunate is best done in a 
hospital, and as a result the antipathy so prevalent 
among the older people toward the hospital has almost 
entirely disappeared. Nowadays practically everyone 
who is seriously ill enters a hospital. We can each and 
every one of us remember when people thought that to 
be sent to a hospital meant the death sentence for the 
sick. In Catholic circles there is a special reason, too, 
for the existence of hospitals not only because they are 
a work of mercy, but also because our people feel so 
happy under the care of our religious Sisters. We hear 
a great deal about the number of deaths in our hos- 
pitals but we do not hear so much about the number 
of cures. Quite often deaths occur because patients are 
not admitted soon enough, and thus are beyond the 
limit of medical skill when they reach the hospital. 
Hospitals would do well to have a publicity committee 
which could place before the public more information 
in regard to the good that is accomplished in them. 
There is still much ignorance in reference to them. 

The Catholic hospital surely justifies its existence 
because of the tremendous amount of prejudice and 
ignorance that is broken down by them. People do not 
hate the Catholic Church — they are not opposed to 
her doctrines, Sacraments, and works — they are op- 
posed and they hate what they think is the Catholic 
Church and Catholic Doctrine. Is there any work that 
is destroying this ignorance and prejudice as well as 
the Catholic hospital? Throughout the history of the 
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world, man has ever formed his criterion of good and 
ill on a basis of material well-being. Souls have been 
won to Christ by witnessing the heroic self-sacrifice 
of those who attended the sick for His sake. The Cath- 
olic hospital is one of the most powerful means of 
dispelling false opinions concerning the Church, for 
after all, the light of practical charity such as is mani- 
fested by our religious, cannot do otherwise than dis- 
pel the darkness of ignorance so prevalent in the world 
concerning the Catholic Church. 

Finally, only God knows the great spiritual good 
that is wrought through these Catholic institutions, not 
only for those in charge but for the patients. How 
many souls have been brought back to God in the 
Catholic hospital? How many souls have received the 
grace of a happy death? It would often appear that 
the Almighty has directed souls who have fallen away 
or have become careless to the hospital in their last 
days. A Catholic bishop said that “he would sooner 
close a school than a hospital,” and he added, “Only 
the chaplains know the immense amount of good for 
the welfare of souls in the average Catholic hospital. 
If the chaplains were free to tell all they know, I am 
sure that our people would have a better idea of the 
good work achieved in our Catholic hospitals.” If only 
one soul were saved it would alone justify the exist- 
ence of a hospital, because a soul is of so much value 
that Christ died for it. Surely those who are eternally 
grateful to the Catholic hospital are very, very numer- 
ous. 

To those who manage, direct, and are employed in 
them, what shall we say? This glorious work is a work 
dear to our Blessed Lord. But we must be on our 
guard lest we lose, through lack of proper motive, the 
benefit and reward that should be ours. It is true that 
our Sisters’ hospitals must adopt all business policies 
that will make for efficient financial administration. 
Our hospitals must not be inferior to any other class 
of hospital. But in these days of difficulty in making 
a financial balance on the right side or even making 
ends meet, we may forget the proper motive, the very 
reason of their existence ; namely, the charity of Christ 
for the suffering sick. Those in charge, it is true, can 
develop too easily what I may call an “institutional 
complex or outlook.” God forbid. 

Ever Remember 

Let us place charity and mercy at our doors so 
that no one may hesitate to come to us. The works 
of mercy which is your privilege to perform daily 
in your routine duties are sanctified if you will see 
in the patient under your care, the image of Him 
Who said, “I was sick and you visited Me.” Walk in 
the footsteps of Him Who went about doing good. It 
is not mere mechanical care of the sick but real service 
—real charity which should make one give his or 
herself wholly for the sick. Florence Nightingale must 
have realized the importance of this motive. She said, 
“The nurse must not consider the patients as made for 
nurses, but the nurses as made for patients.” The 
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spirit of charity and religious motive so influenced her 
that we are told when she became interested in the care 
of the sick and poor, she wrote to Father Manning, 
later Cardinal Manning, and pleaded that entrance in- 
to one of the houses of the Sisters in Ireland might 
be obtained for her. There she hoped to learn the 
secret of their success. Her request could not be granted 
because she did not wish to become a member of the 
Community. However, when she organized, at the sug- 
gestion of Father Manning, the great work needed in 
the Crimean War, she took with her five Sisters of 
Mercy who served beside her amid the hardships of 
the campaign. She herself assisted in the nursing of 
one of the Sisters who became ill with fever. She later 
wrote to the Mother Superior, “What you have done 
for the work, no one can ever say. You were better 
fitted by worldly talent of administration and spiritual 
qualifications for the general superintendent than I. 
My being placed over you was my misfortune, not my 
fault.” 
Growth of Catholic Hospitals 


It is not because of the fact that our hospitals are 
houses of mercy and charity that they have been able 
to grow and expand in the way that they have. They 
receive very few donations, yet we see them growing 
large and becoming more numerous every day. Surely 
God’s blessing is upon them, for truly our Lord lives 
in them. They enjoy the blessings of daily Mass, fre- 
quent Benedictions of the Blessed Sacrament, and 
Christ walks among the sick morning after morning 
to be their spiritual food and strength. 

From a material point of view, hospitals are a poor 
paying proposition, I doubt if they, in fact I am sure 
they do not pay a fair rate of interest on the money 
invested in them. What hospital is there that has not 
a deficit at the end of the year, but from a spiritual 
point of view they are paying institutions because they 
are doing God’s work, and God’s work is always worth 
while. Its fulfillment pays not only a hundredfold in 
this life, but is rewarded with eternal life in the world 
to come. 

The days upon which we are entering are important 
ones in the history of the Catholic hospitals of Ontario. 
The Ontario Conference of the Catholic Hospital Asso- 
ciation will be of great value to us. We hope to profit 
by each others’ experience. 

Why Catholic? — because we have problems with 
which the secular hospital does not concern itself. 

Ontario — because also in Ontario by reason of gov- 
ernment legislation, there are problems peculiar to our 
province. The Conference will surely give us renewed 
hope and strength and inspiration in our great work. 

May all who are connected with the work of Cath- 
olic hospitals in Ontario have realized in them the 
promises of our Blessed Lord Himself: “As long as 
you did it to one of these My least brethren, you did 
it to Me.” “Come ye blessed of My Father, possess 
you the kingdom prepared for you from the founda- 
tion of the world.” 








The President’s Address 
Sister Madeleine of Jesus, R. N., S.G.C. 


with high, overhanging rocks, and a natural 

grandeur of position which has perhaps gone 
far to recommend it to those who chose it as the 
capital of Canada.* The group of government build- 
ings is surprisingly fine, uprising from amid a wealth 
of flower, leaf, and lawn, and presenting a picture rich 
in harmony and grace, and, artistically perfect. Quebec 
breathes the romance and the mysticism of New 
France; Montreal has the cosmopolitanism of New 
York; Toronto is an industrial colossus; but in 
Ottawa the visitor is soon conscious of an atmosphere 
strangely different, an indefinable fascination and 
charm of mystery, making it an especially attractive 
center for conventions. 

This morning it is my happy privilege to extend to 
you all a cordial welcome in this, Canada’s beautiful 
capital city, to the first annual convention of the 
Ontario Conference of the Catholic Hospital Associa- 
tion. 

To Your Excellency, I express my sincere gratitude 
for your gracious presence, representing as you do, the 
Holy Church to which I pledge the loyalty and devo- 
tion of the members of the Ontario Conference who 
greatly appreciate your aceeptance of the office of 
honorary vice-president of their Association. 

It is very gratifying, indeed, to have this formal 
opening of the convention graced by so many distin- 
quished members representing the state, the hierarchy, 
and the profession, and I thank you cordially for the 
kind words of welcome and interest evinced by your 
presence. 

It is unusual to extend a “welcome” and a “thank 
you” in one and the same breath, but such is the 
manner in which I am compelled to address the rector 
and faculty of the University of Ottawa. 

In bidding you a hearty welcome to the convention, 
I also thank you sincerely for granting us the privilege 
of having the opening Mass in your beautiful chapel 
this morning and of holding our meeting in this 
academic hall. 

To the superior of the Ottawa General Hospital, 
chairman of the arrangements committee, we are in- 
debted for placing the nurses’ home at the disposal of 
the members of the Ontario Conference. 

We hoped to have had in our midst our national 
leader, Rev. Father Alphonse M. Schwitalla, president 
of the Catholic Hospital Association of the United 
States and Canada. 

Sisters, is there any one of us who can arouse her 
imagination, even for the moment, to consider without 
a qualm of fear and deep feelings of appreciation and 
gratitude what the status of our Catholic hospitals 


() TTAWA stands nobly on a magnificent river 


*Read at the first annual meeting of the Ontario Conference of the 
Catholic Hospital Association, April 5-7, 1932 


wouid be today had the Catholic Hospital Association 
never existed? Supposing that our organization had 
never been founded ? 

Realizing the individual benefits derived from state 
and provincial conferences, our enthusiastic and de- 
voted leader visited our hospitals last fall and on Sep- 
tember 28 organized our Ontario Conference. This 
organization has fulfilled the dreams of many of our 
interested and active members who have long desired 
to see the work of the Catholic hospitals of Ontario 
push onward, push upward, and bear aloft the banner 
on which is written “Progress,” the watchword of the 
Catholic Hospital Association. I trust that God may 
grant him continued strength of mind and body to 
enable him to discharge the grave responsibilities of 
his high office and I hereby pledge to him the unfail- 
ing and unswerving support of the Ontario Conference 
in his every effort for the greater glory of God and 
the success of the Catholic hospitals of the United 
States and Canada. Great as our disappointment may 
be in not having our national leader with us, Father 
Schwitalla has sent a worthy representative in the 
person of Mr. M. R. Kneifl, the executive secretary 
of the Catholic Hospital Association of the United 
States and Canada, to whom I am personally greatly 
indebted for his kind codperation in helping us in this 
organization. 

We feel greatly privileged to have with us our 
Canadian representative of the Catholic Hospital Asso- 
ciation in the person of Mother Allaire, of Montreal. 
We are also greatly honored by the presence of Doctor 
Cosgran, president-elect of the Ontario Hospital Asso- 
ciation, who has come to represent this worthy organi- 
zation. 

Hospital Problems 
Numerous problems confront our Catholic hospitals 


. of Ontario, and I trust that many perplexities may be 


solved during this convention. We are all Sisters in 
Christ striving for the same common end by the same 
common means and we should coédperate. The good 
you may accomplish is for your neighbor also, and 
the discovery or point in scientific management your 
neighbor may make should be for you. The provincial 
conference should be a place to which we can bring 
our problems and enjoy the benefits of the solutions 
of others, but every one of you must become an active 
worker. 

Let me now direct your attention to some of our 
problems. 
a) Finance 

First of all, the financial condition of our hospitals 
is of great importance. 

The proposed decrease of municipal and provincial 
allowances was a matter of much concern to all the 
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hospitals. Hospitals are not money-making institu- 
tions; they are struggling along in a hand-to-mouth 
fashion and any decrease in allowances adds to the 
deficit. The result of the combined efforts of the 
Canadian Hospital Council and the Ontario Hospital 
Association was of a very gratifying character obtain- 
ing a favorable answer for the hospitals just a few 
days ago. 

Extras to be charged for public ward patients, and 
agreements to the question of “residence” and also an 
adequate definition of the term “indigent” are ques- 
tions yet to be solved. 

b) Hospital Staff 

A hospital is a great humanitarian organization 
which seeks to dispense the maximum of service to 
the patient. To gain its objective, it is necessary that 
there be a coérdination of all the forces at work within 
its precincts. From a scientific as well as from a ma- 
terial standpoint it is needful that there be a unifica- 
tion of all the factors necessary for the successful 
management of the organization. 

For the executive of the hospital an individual of 
prudence, tact, judgment, and keen analytical ability 
is required. She must lead the vanguard, and must 
take the initiative always, must ever direct the policy 
as well as the administration of the institution leav- 
ing after her the sweet odor of charity. Her position 
calls for a special preparation to meet fully the modern 
demands. 

Every director of a floor or ward should be at least 
a registered nurse and the technicians should be scien- 
tifically trained. This topic will be fully discussed by 
one of the members this afternoon. 

c) Medical Staff 

Every hospital finds the medical staff one of its im- 
perative needs. Men of high ideals, noble characters, 
excellent professional skill, these are the individuals 
who should compose the staff of any Catholic hos- 
pital. There is no room for the unprofessional, un- 
ethical, mercenary, or commercialized agent in human 
suffering in any hospital, and surely not on the staff 
of a Catholic institution. You will never have organi- 
zation in your hospital until you have a well-organized 
staff of noble men who are loyal to the institution. 
d) Intern Education 

A question of importance to be studied in the near 
future is that of intern education. The hospital today 
is no longer regarded as a place merely for the cure 
of sick persons but is looked upon as a teaching center 
for the benefit of the nurse, the intern, and even the 
patient. Some of our institutions have found it diffi- 
cult to secure interns. The intern today has been 
taught by his medical school to choose those hospitals 
for this special year of service which will enable him 
to secure the best kind of instruction and experience 
in the clinical activities of his profession. Thus his 
desire to ch6ose those hospitals in which staff organi- 
zation and staff control are most complete because it 
is only through a well-organized staff that a hospital 
is able to meet the needs and desires of these young 
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doctors. A plea made at the St. Paul Convention by 
our national president was the installation in our hos- 
pitals of a teaching service for advanced students; 
that is, second- and third-year interns. 

e) Out-Patient Department 

The out-patient department is one of those depart- 
ments which most easily expresses the changing atti- 
tude toward the hospital, and the changing viewpoint 
concerning the functions of these institutions in which 
we are especially interested. Focused in the out-patient 
department there are literally countless problems, 
such as the problem of the relation of the hospital to 
the community, the forward-looking policies in the 
diagnosis and prevention of disease, the interrelation- 
ships of health activities in a given community, and 
many others. The development of hospital social serv- 
ice is a question soon to be discussed and -taken hold 
of by the parent association, and I trust with their 
codperation and assistance we may be able to have 
adequate social service in all our Ontario hospitals be- 
fore many years. 

f) Publicity 

We are living in an age of glaring publicity. Hos- 
pitals are not only institutions of medical and surgical 
science, not only places of mere charity, but must also 
be looked upon as business corporations amd as such 
they must use modern business methods. One of the 
things that business needs in order to grow and ex- 
pand is publicity. It is through the medium of pub- 
licity that a change is produced in the minds of men, 
and some truths about business can only be discovered 
by examining facts. Our hospitals have not always 
placed the facts before the public in a fascinating and 
attractive way, and as a consequence, unnecessary 
wrong views and impressions exist. 

We have walled ourselves in within our own silences, 
we have equivalently dared the outside world to gain 
even a peep over our wall. And the outside world, not 
being particularly interested in persons who seem 
anxious not to be disturbed, has politely left us alone 
except on such rare occasions when some phase of our 
activity has been obtruded upon their notice. We have 
failed to interpret ourselves to others, have failed to 
“sell ourselves” have neglected “tooting our own horn.” 
Hence it has been all too easy for a self-satisfied world 
to assume that we have little to offer toward the solu- 
tion of the world’s perplexities. What is true of the 
general situation is emphatically true of the Catholic 
hospital (Hosprrat Procress). 

There are different methods of publicity. Newspaper 
publicity can be of great assistance in creating a 
kindly feeling. Physicians and surgeons through their 
recommendation, the women’s auxiliary and hospital 
day are excellent means of publicity. The annual re- 
port, if clearly defined and properly composed, offers 
a valuable opportunity for publicity. 

School Problems 
a) Nursing-Education Report 

Nursing is a distinct and definite contribution to the 

art of healing, which no other organization of our 
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social system can replace. The scope and contour of 
its service will change from time to time, in accord- 
ance with the needs of a constantly changing social 
organization. The sick, like the poor, are always with 
us, but our methods of ministering to their needs are 
undergoing a state of evolution. 

This evolution is made evident by the recently pub- 
lished report of the Survey of Nursing Education in 
Canada, by Dr. George Weir. This problem was fully 
discussed during the convention of the Ontario Regis- 
tered Nurses Association, held in Ottawa a few days 
ago, and as it is to be discussed here tomorrow after- 
noon, I shall only outline the main points and recom- 
mendations. This survey includes a wide range of 
matters pertaining to academic, professional, financial, 
and administrative aspects of the general nursing situa- 
tion. 

Dr. Weir states that nurses have become “profes- 
sion-conscious” with a strong tendency toward solidar- 
ity and organization. Today the paramount need is 
for leadership that possesses not only inspirational 
qualities but also educational foresight, sound judg- 
ment, and competent administrative and organizing 
capacity. 

The situation is that many nurses stand on the 
brink of economic disaster, but are obliged to offer 
their services at a price which the public of moderate 
means is unable to pay. How shall the gulf be bridged ? 
Surely, reasonable pay for an honest day’s work is not 
only sound economy but also sound ethics. 

Another question of importance is nursing educa- 
tion. A summary of the three main schools of thought, 
leads the director to the conclusion that the stabilizing 
factor in the situation is probably to be found in the 
group of moderates who represent approximately 50 
per cent of the medical and nursing personnel who ex- 
pressed their views to the survey. 

These emphasize the need for scientific methods of 
inspection and supervision of nursing education; for 
scientific methods of curriculum construction in terms 
of so-called “job analysis”; for scientific methods of 
budgeting the cost of training schools; and for scien- 
tific methods of instruction and evaluation of qualify- 
ing examinations. 

Among the many recommendations, Dr. Weir claims 
that: (1) the closest coéperation and mutual under- 
standing should exist between nurses and doctors with 
regard to the education of the student nurse. (2) a 
more effective system of supervision, control, and dis- 
tribution of nursing personnel is imperative and should 
be undertaken without delay; (3) a revised system of 
classifying registered nurses should be immediately 
adopted by the provincial registrars. 

b) Education of Sisters 

Hospital conditions have reached a crucial point in 
the history of their existence. Some of the more ad- 
vanced secular hospital authorities are doing all in 
their power to keep their respective institutions up to 
the requirements of modern science. 
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If we Sisters expect to retain our high standards of 
nursing, we must also be on the lookout for improve- 
ments. From the days of Fabiola, the Sister nurse has 
gained such a hold on the hearts of the sick, that it 
would seem almost disloyal to allow their trust in us 
to waver or weaken. The secret of the pioneer Sisters’ 
success, outside the animating, spiritual force, seems 
to have been in the specialized training and work. 

In order that the Sisters may cope with the require- 
ments, and may maintain the standards of modern 
medical science, those who have given the matter very 
serious thought have concluded that the best solution 
of this problem is the technical training of the Sisters. 
That is, after a Sister has had her fundamental train- 
ing in nursing, and this must by no means be neg- 
lected, and has shown aptitudes for one special phase 
of the work, she should receive more training in that 
one branch. All her time except that devoted to her re- 
ligious duties, should be given to developing and per- 
fecting herself in her assigned work. A Sister nurse is a 
nurse for life, so she must be ever on the alert to fur- 
ther the welfare of her patients and of her community. 
She must, at the same time, let her whole being be- 
speak charity, which is inspired by faith and piety. 
She must see her Divine Spouse in the poor and suf- 
fering, so that her every movement may be an adminis- 
tration of kindness to the Savior of the world. Noth- 
ing but the best is worthy of Christ, therefore, we 
must strive to rank our Catholic hospitals among the 
best. 

All of these major problems could not be studied 
thoroughly at one convention. We have concentrated 
our study on three points only; namely, organization, 
administration, and nursing education in our Catholic 
hospitals. 

Coéperation 

By our present standard of society, we, as individ- 
uals, are more closely bound together than ever before 
in the history of the world. As a result, all must 
codperate for the benefit of the common good, each 
doing his individual best for the benefit of mankind. 
And we in our various hospitals must act as leaders 
and teachers in our own communities in this world- 
wide codperative movement for the “relief of ills that 
human flesh is heir to”; that we may advance the 
movement of “Peace on earth and good will toward 
all man.” Close coéperation, therefore, is to the ad- 
vantage of all. 

In conclusion, I would like to say that I feel assured 
that the Ontario Conference of the Catholic Hospital 
Association will be a continued success because you 
all seem so earnest in your work and codperation. 


In the words of Kipling: 
“Tt ain’t the guns or armaments, nor the funds that we 
can pay, 
But close codperation that makes us win the day!” 





them, is a truism which is, alack, all too true.* 

The life of every administrator seems to be but 
one everlasting round of making decisions on never- 
ending problems. That these problems, with varying 
details, are so often the problems of the other hos- 
pitals throughout the country is becoming recognized 
more and more every year, and there is an increasing 
realization that, in some problems, the experience of 
others may be worth knowing and that, in other prob- 
lems, “in union there is strength.” 


Tien every hospital has’ problems, hundreds of 


Finance 

If the usual topic of conversation when any two 
hospital workers get together be a guide, there is one 
problem which overshadows all others, and that is 
finance. The scores of annual reports which are sent 
to our office bear all-too-evident testimony to this real 
crisis in our hospital activities. The progress of civiliza- 
tion down through the ages has seemed so slow, so 
disappointingly slow. Anachronisms abound; side by 
side we find the latest in scientific and social achieve- 
ment and obsolete vestiges and customs of our medie- 
val past. A heritage, which has long since outlived its 
necessity, is the custom of still leaving to the hospitals 
the heavy end of the pole in meeting the financial 
burden of caring for those who cannot pay their own 
way. Is it not an absurd anachronism that, in this so- 
called “enlightened age,” we ask public-spirited citi- 
zens, who give of their energy and time so generously, 
to meet deficits as well and also subject our hospitals 
to the criticism of overcharging when they are merely 
the helpless victims of inadequate legislation and a 
dormant public conscience ? 

The future of hospital support should be carefully 
considered. Our chief sources of income at present are: 
private-patient charges, including compensation and 
veterans’ payments; provincial and municipal 
“grants”; endowments; donations and bequests. 

Considering the great increase in hospital provision 
throughout Canada, it is obvious that endowments, 
helpful though they are, can never fully meet the needs 
of our hospitals. Donations and bequests are uncer- 
tain and with the lowered incomes and higher taxes of 
the next few years may be materially curtailed. Pri- 
vate fees cannot be raised. Actually the recent ad- 
vances in scientific knowledge and our utilization of 
more elaborate equipment and more skilled technical 
assistance make it doubtful if the efficient service be- 
ing demanded by the public will not in the not-too- 
distant future require a higher charge than the public 
can pay. Ultimately the hospitals may be supported 
by nation-wide health-insurance schemes under private 
or public control, as has happened almost everywhere 


*Read at the first annual meeting of the Ontario Conference of the 
7 3 


Cothoalic Hosnita]l Assaciation, April 5-7, 1932. 





Problems Common to Canadian Hospitals 
G. Harvey Agnew, M. D. 


220 





throughout Christendom except in North America. 
This would open up a portentous crisis in the hospital 
field; but our present problem would be materially 
lessened were the hospitals financially protected in 
caring for indigents, floaters, motor-accident victims, 
out-patients, and others. It would be of the greatest 
assistance, for instance in this city, if a reciprocal 
recognition of provincial and municipal responsibility 
for indigents from neighboring provinces could be 
effected, as has been provided for in Manitoba; or as 
covered in the border areas arrangement of Saskatche- 
wan. And, perhaps, of the greatest assistance to our 
hospitals and the private patients whom they serve 
would be the acceptance of that logical dictum set 
forth by our Royal Commission on Public Welfare 
that “The principle that ‘public’ (alias nonpay) pa- 
tients in the general hospitals should be a complete 
charge on public funds should, we think, be frankly 
and fully recognized and adopted.” 


Construction and Equipment 

How shall we build? What material shallwe use? 
What features shall we incorporate? What equipment 
shall we buy? Our building committees are faced with 
a tremendous responsibility, a task to which very few 
members, nor very often the architect, can bring any 
previous experience in hospital construction. One is 
shown the result in so many of our institutions. In 
few other fields can the experience of others be utilized 
so effectively and how difficult it is to get that experi- 
ence. Our hospital journals do their best but there is a 
natural tendency to feature the elaborate. Moreover, 
so many of our hospitals have been built upon stand- 
ards which have been borrowed from our good neigh- 
bors to the south or from England and which are 
designed for a different climate and hospital system 
than our own. 

What we need in Canada is to have available a care- 
fully prepared study of construction standards as they 
apply to this country. How can we best meet the needs 
of hot summers and severe winters? What ventilation 
standards are essential? Considering our rapidly 
changing weather conditions, what form of lighting is 
best? The effects of snow on interpavilion communi- 
cation, of snow on roofs and gutters, of salt air on 
masonry, and of insulation on radiation requirements 
need more study and consideration. There is no reason 
why we should not have for Canada, distinct standards 
designed for the specific purpose of meeting our partic- 
ular needs and of effecting the utmost in economy 

So with equipment, the efforts to simplify and 
standardize equipment have been of great assistance, 
but it seems unfortunate that so many hospitals still 
repeat the bitter and costly experiences of others in 
choosing equipment and apparatus. 
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Problems of Administration 

The papers on this subject would fill many volumes. 
Accounting and collections form an increasingly im- 
portant activity, for hospital service can no longer be 
maintained without regard to business principles how- 
ever tempered to the exigencies of the’ sick. Should 
payment be in advance? Should there be flat rates, or 
extras on the public wards? Should collectors be em- 
ployed? Should there be free hospital care for the 
personnel? Methods of admission, of making pur- 
chases, of keeping down wastage and effecting other 
economies, of fire protection and of handling visitors 
are but a few of the administrator’s worries. Every 
new method, every new clinic or other adaptation to 
community needs, has so complicated the work of the 
administrator that the direction of a hospital has long 
since become a distinct and highly exacting specialty. 

The problem of personnel is one which confronts 
every hospital. The rapid turnover in personnel from 
the administrator down to the last assistant in the 
kitchen is a serious matter, for it means a distinct loss 
to both the hospital and the individual. While, in the 
final analysis, every such instance must be settled 
upon local and personal factors, surely it is possible 
to lay one’s finger upon the general underlying causes. 
Are we asking too much of our administrators and 
supervisors? Are they insufficiently trained for their 
work or temperamentally unfitted? Is the scale of 
remuneration comparatively inadequate? Are living 
conditions for the personnel inadequate? Are there too 
many board members who do not really understand 
administrative difficulties? Are members of the medi- 
cal staffs not codperating? Is there too much political 
interference and sniping? Until these and other ques- 
tions are satisfactorily solved, this béte noire will con- 
tinue. 

Undoubtedly one major factor in the solution con- 
sists in the most careful scrutiny of every member 
taken into the hospital family. It is easier to dismiss 
before engaging than afterwards, as many hospitals 
have found to their sorrow. 

Medical Codéperation 

Fortunately this factor becomes less of a problem 
every year. Our medical staffs have never been so effi- 
ciently organized as at present and never have they 
taken as keen and as intelligent an interest in the gen- 
eral affairs of their hospitals as at present. In de- 
veloping this desirable situation the American College 
of Surgeons and the Canadian Medical Association 
have been of great assistance. Nevertheless, in many 
hospitals the leading doctors feel that much remains 
to be done particularly with respect to staff organiza- 
tion and meetings, record maintenance, and intern 
service. 

The Nursing Service 

Perhaps the most perplexing question before our 
hospitals, particularly the smaller ones, is that of nurs- 
ing service. The recently published report of the direc- 
tor of the Joint Study Committee represents the most 
complete study ever made of this problem in Canada, 
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and warrants the most careful reading and rereading. 
Moreover, the application of these studies to the in- 
dividual hospital will produce, it is anticipated, most 
animated discussion; and again the solution in the 
individual instance should be based, in part at least, 
upon the nursing situation throughout Canada as a 
whole and not entirely upon local factors. 


Community Relationships 

This is one of those problems which, while differing 
in every instance, is nevertheless common to every 
hospital. As the hospital exists solely to serve its com- 
munity, so the hospital achieves or falls short of its 
goal to the extent to which it meets these obligations. 
To this end more attention than perhaps ever before 
is being paid to a study of social and community 
needs, to follow-up and convalescent care in bridging 
the gap of rehabilitation, to out-patient departments 
and special clinics, and to the care of types of patients 
usually overlooked. The task has been but started, 
however, and one is of the opinion, in view of the 
somewhat disorganized methods by which hospital 
services are organized or enlarged, that a fully efficient 
and comprehensive hospital system in every com- 
munity will not be realized until there is some cen- 
tralized direction of development, to minimize dupli- 
cation and to provide for the chronic, the incurable, 
the alcoholic, and other groups now sadly neglected. 

The hospital of today should and must function as a 
coérdinator. It should be the connecting link between 
the sick public, the medical profession, the nursing 
profession, the municipal, provincial, and federal 
health departments, and the local and national social 
and welfare organizations. As the practice of medicine 
becomes more hospitalized, this réle of community 
health center will become more apparent and more 
imperative. 

Despite all that has been done by hospitals and 
despite their many enthusiastic friends in every com- 
munity, much must still be done to overcome public 
prejudice and misunderstanding. It is surprising how 
little the public appreciates or undertsands the many 


.difficulties of our hospitals, the most ignorant often 


being those “popular” writers who realize that sensa- 
tional and disparaging articles are most likely to be 
accepted. Every effort to make the hospital appre- 
ciated, both by deeds accomplished and by the many 
available avenues of publicity, is well worth while. 


The Canadian Hospital Council 

These are but a few of the many problems which 
are common to hospitals throughout Canada. That the 
value of codperation is appreciated is proved by our 
chain of eleven active hospital associations across 
Canada, of which family this new Conference is the 
wee baby sister — and a most promising-looking one 
at that. 

In the elucidation of these many problems we hope 
that the work of these hospital organizations will be 
enhanced and consolidated by our new Canadian Hos- 
pital Council. This body was most enthusiastically 
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organized last autumn and has undertaken through its 
various committees a number of very valuable studies. 
The Committees on construction and equipment, on 
public relations, on administration and statistics, on 
legislation, on finance, on medical relations, on re- 
search, on nursing, and on small hospital problems 
have been formed and have already made considerable 
progress in their studies. Following representation by 
the Council at Ottawa a number of important tariff 
and excise concessions have been granted to our pub- 


the layman’s mind, a picture of steel and con- 

crete, a large, imposing structure, a building 
with rooms, beds, corridors, offices, kitchens, power 
plants, laboratory equipment, surgical apparatus and 
instruments — in short, the physical plant and equip- 
ment.* 

To the physician is brought quite another picture. 
The hospital is a laboratory where the patient is 
studied, worked upon, and, if possible, brought back to 
full health and energy, with the help of trained at- 
tendants and the use of expensive surgical and medical 
apparatus, the cost of which is borne by the institu- 
tion. For the institutional nurse or the “special,” it is 
an office building where she expects in return for her 
skill and devotedness, a professional remuneration, en- 
abling her to live according to a standard of greater 
or less ease. The picture is quite different in the 
patient’s mind. It means suffering and weakness and 
he expects to find within relief and sympathy. He 
knows also, that his stay in a hospital ward will bring 
a heavy toll on his pocketbook. 

The executive of a Catholic hospital knows all this 
and the réle of Christian charity at the bedside as 
well. But it must not be forgotten that if the hos- 
pital is “at once a hotel, an industrial plant, a repair 
shop, and a refuge for those who are mentally and 
physically distressed” the codrdination of these activ- 
ities requires knowledge and skill as broad and as 
deep as does the task itself. What an interesting and 
busy motion-picture theater must be the mind of a 
hospital superintendent! As long as the golden rays of 
experience and diplomacy enlighten the scenery, all 
is well; but, when the glare of finance pierces through, 
and shows day after day, figures in red on the balance 
sheet and a big “D” before the last amount in the 
bank pass book, then the sweet sounds of music have 
vanished. 

Things have changed a good deal in the business life 
of hospitals within the past decade. Until a few years 
ago, experience and tradition could guide an intelligent 


ck word hospital, says Dr. Rorem, brings to 


~ *Read at the first annual meeting of the Ontario Conference of the 
Catholic Hospital Association, April 5-7, 1932. 
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lic hospitals. Already ten of the eleven hospital asso- 
ciations in Canada are members, and the membership 
includes also the Federal Department of Pensions and 
National Health and most of the provincial health 
departments. There is a general unanimity of opinion 
that our Canadian Hospital Council will be of the 
utmost value in solving many of these problems of our 
various hospitals, in disseminating general knowledge, 
and in correlating and supplementing the activities of 
the various hospital associations. 


executive and bring about a fair result to a year’s 
operation. Hospitals were mostly refuges for the poor 
and a home for the cure of surgical cases. They have 
become of late “hotels” for the sick, and as such, 
must be operated very much on the plan of hotels, as 
far as administration is concerned. 


Systematic Accounts Necessary 

Who would dream of a hotel without up-to-the- 
minute records of cost and expense, as well as de- 
tailed accounts always ready for the outgoing clien- 
tele? And yet, it happens that hospitals (and of no 
small size) still hang on to an obsolete system of book- 
keeping, if any. Little do they know of their depart- 
mental costs. You have probably noted the statement 
of Dr. Weir in Survey of Nursing Education in 
Canada ; namely, that he could not find one hospital 
in the whole Dominion which could give him from 
systematically segregated cost records, the detailed 
costs of a nursing school. How are we going to set up 
honest, just, and charitable rates, for patients of differ- 
ent categories, without leaping into amateur taxation 
of one category for the benefit of another? 

If direct costs are not attributed to the departments 
responsible for them, and if these departments are not 
allotted their true and just share of indirect costs or 
overhead, how can we draw up a schedule of selling 
prices for the different services sold to the patients? 
How can we know whether the costs of one depart- 
ment are going up through laxity in methods or going 
down by the economy of a departmental superintend- 
ent? 

Some progressive hospitals across the border, and in 
Canada, as well, have realized that from the angle of 
business administration, their accounting systems must 
be used in the manner of a compass by the mariner or 
of meters and gauges around a sterilizer. They indi- 
cate position, progress, and possibilities. Where are we 
financially ? How are departments being operated ? etc. 

The latest development, which I had the good for- 
tune of examining in operation, in New York and 
Montreal is a Budgetary-Control System. In New 
York, I was shown a daily control over department 
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budgets. Some very interesting facts come to the 
knowledge of the administration, in time for control, 
and the cost of a qualified and busy office staff is paid 
back a hundredfold. It would not be wise or even 
possible for a hospital of 50 beds or even one hundred, 
to organize down to such a degree. However, some 
improvement is imperative, if our hospitals are to be 
conducted with safety in the solution of their financial 
problems. The popular slogan of railroads is certainly 
applicable in this matter: “Safety First.” 


Governmental Requirements 

Two or three years ago, there was a change made in 
the forms on which Ontario hospitals report the year’s 
expenses and revenue. Formerly, disbursements and 
cash receipts were reported, but it is required now to 
give “amounts earned” irrespective of the cash re- 
ceived. That simple little change indicated without 
comment, that we were expected to keep books by the 
double-entry method. When we inquired if we were 
right in so judging and why it was not stated, the 
answer was that the government does not wish to go 
too fast. Then, came the Ross Commission and a re- 
vision of the Ontario Hospitals Act giving authority 
to the minister of health to impose any system of 
accounting records he may deem necessary. 

The Ross Commission has recommended “that a 
standard system of bookkeeping and accounting be 
made compulsory in the hospitals. This standard hos- 
pital accounting should provide for specific informa- 
tion regarding costs to nonpay patients. The cost as 
estimated, should take into account a proper propor- 
tion of the cost of interest, if any, of repairs and re- 
placements, and of X-ray and other special services, 
and to put this principle into effect, there should be 
an audit by auditors selected by the government or by 
the municipality in which the hospital is situated, 
with a system of this nature, the Commission states 
that public grants to hospitals would vary in almost 
all cases, but each hospital would get justice as would 
the province and the municipality. 

Another paragraph reads as follows: “The Commis- 
sion recommends that the cost of X-ray special service 
be reported upon specifically by the appointed audi- 
tors.” If I understand well, these two statements are 
full of meaning and should be studied very carefully 
by our Catholic hospital executives. It is evident that 
there is a general demand on the part of government, 
municipalities, and charitable organizations, such as 
community chests, distributing funds for the care of 
indigent patients. That demand calls for standardized 
figures of nonpaying patients’ costs, for it is felt that 
public funds must be distributed according to justice 
and that the burden of indigent patients’ care should 
be borne by the public according to real cost. But the 
cost figures must be arrived at according to uniform 
standards; they must be foolproof, scientific, real. 

I shall never forget the statement of a very friendly 
government official; namely, that there is an awful 
amount of untruth in hospital financial statements 
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through lack of scientific bookkeeping and accounting 
methods. For instance, why are depreciation and re- 
serve for bad debts not included in the per-diem cost 
of patients in Ontario? Simply because the figures are 
not totally reliable. 

And why are they not reliable? Probably because 
the statement of assets is not made up of real cost 
figures. An appraisal by qualified appraisers, if prop- 
erty has not been purchased recently, would tell a 
very different story sometimes, and then our deprecia- 
tion figures would also be different and consequently 
the all-inclusive per-diem cost would be different and 
reliable. 

If you are to receive government aid and municipal 
grants, you must be able to show clearly and without 
the shade of a doubt that the cause of your yearly 
deficits is the free care of indigents and in what 
measure. 

Hospitals have in the past few years become almost 
a necessity of life. Homes are too small for the care 
of the sick, girls have deserted the home for the office, 
and mothers have less and less training in bedside 
care. Consequently, the hospital has become a hotel 
for the sick —rich, poor, or of moderate means. It is 
evident that you are not to expect public funds for 
the carrying on or development of institutions cater- 
ing to the rich or to people of moderate means only. 
Therefore, you must be able to know what your costs 
are in detail, department by department, and realize 
what the costs are for private, semiprivate, and public 
wards separately. 


Accurate Information 

How many of you can say, conscientiously, what 
your all-inclusive per-diem cost is for indigent patients, 
taking into account, board, bedside care, and extras, 
separately from the cost of paying patients. If you 
can, shout it out to the province, write it in magazines, 
tell it to your provincial representatives, until you get 
just remuneration for the free services you are obliged 
by law to give to the poor of the community. 

But, if you are not equipped with scientific and 


- modern accounting records, for the sake of the great 


work Divine Providence has intrusted unto you, you 
must follow in this matter, progress in methods, as 
you do in every other branch of medical care. 

Should you wait until the government imposes upon 
you the use of standard forms for your accounting 
system? I think it would be a source of much worry 
everywhere, as there are not two hospitals operating 
under identical circumstances. Take for instance, the 
O.P.D. In some places, it is a separate unit, while in 
others, it is spread over the whole institution and inter- 
mingled with other activities. I am rather of the opin- 
ion that hospitals should have a free lance in this 
matter, as long as they can produce figures of a stand- 
ard nature. 

Probably some cost accountant in your vicinity 
could draw up forms for you to meet your hospital 
needs. But, in the first place, you should make sure of 
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the exigencies of provincial and federal governments, 
speed, at the expense of accuracy and consideration for 
as well as of your own requirements. It is also a wise 
practice to use temporary forms for some time. 
Then, when investigators from all sources come to 
you for information you will ‘be satisfied that your 
replies are true and that the conclusions of any sur- 
vey will not depend upon belief, whereabout knowl- 
edge, or impression, 


science of the mind. This science gathers mate- 

rials from many fields of human endeavor and is 
concerned in making contributions to all these fields of 
thought.* Anything that psychology can do to increase 
economy of time and effort is more important now 
than ever before in this age of speed. 

Men and women never needed psychology as they 
need it today. They need it to measure their own men- 
tal traits and capacities with a view to choosing their 
careers early and wisely, and each in his own sphere 
needs it in order to make the mental adjustments nec- 
essary for meeting the stress and strain, and keeping 
up with the swift pace of modern life. In no profession 
is the need of psychology greater than in the field of 
nursing, for in few other fields is there such need of 
proper adjustments. At any hour of the day or night 
the nurses must be prepared to exercise certain powers 
and forces which she as an individual has at her com- 
mand to establish the proper relationship between her- 
self and her patient. 

A Self-Analysis 

In the first place, a young woman who is contem- 
plating becoming a nurse should make a psychological 
study of her own personality to find out, in time, 
whether or not she is likely to make a success of it. 
If it allows her to express the traits and characteris- 
tics which are hers by nature and does not compel her 
to repress her natural likes and dislikes, she may con- 
clude that she will meet with at least some measure of 
success. 

Let us consider our subject, ‘Psychology in Nurs- 
ing,” as it affects the probationer. A young woman en- 
tering a training school finds herself in a distinctly 
novel environment. Unusual conditions prevail; 
strange problems confront her. She comes in contact 
with professional supervisors, subordinates, colleagues, 
people of every sort. It may be her first contact with 
a sickroom and she may know nothing of sickness 
from personal experience. She must fit in, must get 
along with pepple, must be able to understand and in- 
fluence her patients, and must detect maladjustments 


P ssience of the has been briefly defined as the 


*Read at the first annual meeting of the Ontario Conference of the Catholic 
Hospital Association, April 5-7, 1932. 


HOSPITAL PROGRESS 








Psychology in Nursing 
Sister Campion, R. N. 





June, 1932 


Your claims for help from municipalities and provin- 
cial government, will be substantiated by records open 
to inspections and criticism. It will be an easy matter 
to demonstrate that your hospitals are being operated 
with the utmost economy. Yearly returns and statisti- 
cal compilations will be all easier to prepare. And for 
your own information and guidance, you will have 


‘abundance of data to work from, when you plan new 


developments. 


which delay recovery. She soon discovers that the men- 
tal reaction of a patient to the total sickroom situa- 
tion is a determining factor in his recovery, and she 
finds this just as important as is good technique in 
doing dressings or skill in giving treatments. Psychol- 
ogy of the common-sense variety and psychology as a 
science will come to her rescue. 

Moreover, the young nurse meets the crowded cur- 
riculum of the present-day nursing school, and this 
with her strenuous work in the wards. Conservation of 
time and energy is vital. A- mastery of the facts and 
laws of psychology and particularly of the laws of 
learning will greatly assist her in acquiring the requi- 
site knowledge and skill. In her initial study of the 
subject the young nurse is led to understand the physi- 
cal complexities of her make-up in order to appreciate 
more fully the perplexing aspects of patients under her 
care. By a constant study of the mind and its conse- 
quent effects on behavior she learns how to correct, to 
govern, and to adjust herself. This self-study and mas- 
tery will build up for her a strong, attractive, and 


‘ capable personality. The study of her own mind and 


behavior fosters a similar study of the characters of 
the persons whom she meets: patients, visitors, and all 
with whom she comes in such intimate contact in hos- 
pitals and in private homes. She realizes that efficien- 
cy, happiness of disposition, prudence; modesty, and 
amiability are traits which she must cultivate. She is 
gradually aware of the many forces which are at work 
in building up a well-balanced personality able to act 
contrary to strong impulses without loss of equanimity 
or poise. 
Uses of Psychology 

But the study of psychology for the nurse is needed 
principally as a basis of psychiatry; that is, as an aid 
in nursing bodily ills by means of an understanding 
of the mental processes, thus restoring the patient to 
normal health. We now realize that there is not one 
activity of the mind that is not correlated with an ac- 
tivity of the body nor one activity of the body that 
does not leave its impress on the mental processes. 
Dooly once said that it mattered little what kind of 
physician attended a pneumonia patient or what rem- 
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edy was used, if there was a good nurse on the case; 
not that the treatment depended on her, but that suc- 
cessful therapy depended to a great extent on the at- 
mosphere the trained nurse created around her pa- 
tient. 

To understand how a knowledge of psychology is of 
practical assistance in nursing the sick we must dis- 
cover the connection between human behavior and 
mental processes. The two phases of psychology are 
these: the study of mental processes by methods of in- 
trospection and the scientific study of behavior. Since 
it is a science, it seeks to evolve scientific laws which 
will help to predict and explain human behavior. Psy- 
chology has evolved few laws but has adapted some of 
the fundamental laws common to all sciences, and 
chief among these for our purposes is the law of cause 
and effect. 

The Patient’s Reaction 

The reaction hypothesis, which is an adaptation of 
the law of cause and effect, assumes that forms of be- 
havior are generally reactions to specific stimuli. Mus- 
cular and glandular activities must be initiated by 
some stimulus and the same is true of mental activi- 
ties and complex mental reactions. The stimuli may be 
from the body as well as from physical and social en- 
vironment. The response, too, may include motor, 
glandular, emotional, and mental responses of a very 
complicated character. When a given stumulus has oc- 
casioned a specific response for a sufficient number of 
times, it tends to arouse that. response in preference to 
any other equally potential response. Some sort of 
physiological change has taken place. When behavior 
is unsatisfactory a careful analysis of the total situa- 
tion to which the individual is reacting may throw 
light upon the case. By changing the sets, the behavior 
may be modified. Two equally important factors that 
influence human behavior are heredity and environ- 
ment. The total life situation for the hospital patient 
includes the physical environment, the social environ- 
ment, and the reacting individual. The patient reacts 
to the total situation—the layout of the ward, the busy 
doctors, and nurses, visitors, flowers, strange odors, 
plus his own mental attitudes, emotional states, and 
bodily conditions. 

To understand human behavior three types of struc- 
ture must be studied; the receptors which receive the 
stimuli, the connectors which transmit them, and the 
effectors which carry and execute the response. The 
receptors are many in number, chiefly the sense organs 
of touch, taste, smell, etc.; but there are many others 
within the body, such as the sense of equilibrium, and 
the digestive, circulatory, and respiratory systems. 
When these function normally there is a general feel- 
ing of well-being, vigor, rest. Intensity and contrast 
are both necessary in a stimulus for a response. 

The Nurse’s Part 

Knowing this, a nurse will secure variety in the 
sickroom to produce the necessary stimuli, and to di- 
vert the patient’s attentions from his bodily sensa- 
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tions. Innumerable ways of securing variety should 
present themselves to the nurse—variety in food; in 
the serving of meals; in the location of patient; in in- 
teresting pictures. She will equally avoid the over- 
stimulation resulting from too much variety, and all 
annoying stimuli, such as whispering, tiptoeing, flap- 
ping of blinds, secondhand odors, or stimuli with un- 
pleasant associations, such as discomfort from cold 
sheets, wrinkles, or crumbs or anything disagreeable 
to her patient. It is important in all this that the nurse 
should consider the stimuli that are under her direct 
control. She should never lose sight of the fact that 
her tone of voice, her words, her gestures, and her 
facial expressions are all stimuli of consequence in her 
world of work. For instance, if the nurse cannot get 
her patient to take his medicine, she should realize 
that she herself may be failing in the principles of ap- 
proach. Everything matters in her work, and she 
should not disregard the smallest stimulus. 

The second factor in the reaction hypothesis is the 
connection made between the stimulus and the re- 
sponse. This is accomplished by means of the neurones 
much the same as connections are made at the central 
switchboard of a telephone system. But in the nervous 
system the tendencies to connect exist partly at birth, 
while others are the result of habit. Sickness, over- 
fatigue, and violent emotions affect the resistance at 
the synapse, sometimes raising it, sometimes lowering 
it, and sometimes diffusing it. Strong emotions, such 
as fear, rage, or terror, should not function in a sick- 
room. The experienced nurse with a knowledge of prac- 
tical psychology can read these emotions in the face or 
in the movements of the hands and feet. Thus the 
nurse should do all in her power to relieve her patient’s 
worries and fears. She will not argue with him, but 
will combine in her own personality calm alertness 
with unemotional zeal. 

There are three types of response organs: muscles, 
glands, and cortical neurones. An intelligent nurse who 
understands that for some reason the responses to 
stimuli have been thwarted or that the stimulus from 
within or without has been too great and the muscles 
are hypertoned will realize why a sponge bath, an al- 
cohol rub, or a massage will bring rest and induce 
sleep. So, too, she will recognize why the muscle tone 
is low after severe illness, and an understanding sym- 
pathy will teach her how to adjust the pillows and pro- 
vide supports and rests where they are most needed. 
The cortical responses are those of intelligent behav- 
ior and include attending, perceiving, recollecting, 
imagining, and reasoning. The nurse must train herself 
to a high degree of perfection in these. She must train 
herself to a high degree of attention; she must use her 
imagination, and place herself in the patient’s position, 
and then she will anticipate his wants unasked—give 
a drink of water, turn the pillow, draw the shades, and 
render many kindly little services. 

But with all the functioning of the behavior mech- 
anisms, the dynamic energies of the individual deter- 
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mine his behavior trend. Motor activity, ideals, emo- 
tions, the tendency to overcome obstacles, social ap- 
proval, old habits, native tendencies and traits are 
some of the factors at work. The nurse with a knowl- 
edge of this will try to substitute, by massage, the na- 
tive tendency to move about, in a patient forced to lie 
still. She will find some light work for the conva- 
lescent, and for patients to do together; she will pro- 
vide laughter—stimulating situations during this pe- 
riod ; she will avoid conflicts as far as possible lest her 
patient become peevish or stubborn ; she will eliminate 
as many obstacles as possible and provide a substitute 
response for the impulses aroused when thwarting is 
unavoidable. Thus the nurse on her part must have 
native self-assertion, not egotism; but rather the self- 
reliance or calm, power, and poise resulting from com- 
plete mastery of self and familiarity with her task and 
environment. In this way she will inspire confidence in 
her patient and insure acquiescence to necessary pro- 
fessional authority. She will develop her own motherly 
tendencies, not to the extent of coddling or babying 
her patient, but enough to see the countless extra little 
things to be done, services which mean so much for 
the comfort of every patient. 
Individual Peculiarities 

Individuals differ for many reasons, chiefly because 
of heredity, environment, age, sex, education, religious 
training, nationality, and temperament. Seldom can a 
nurse know beforehand the peculiarities of disposition 
and character of the patients that come under her care, 
but she can learn to recognize certain types of person- 
alities and can keep in mind that no two individuals 
are alike in their reactions to their environment. She 
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can take measures to adjust herself to some of their 
outstanding differences. She can alter the environment 
of the sickroom so as to secure that response which 
will best assist nature and the physician in restoring 
the patient to perfect health. Each patient will thus be 
to her a new personality ; he should be studied as an 
individual, not simply as a case, and thus her pro- 
fession will become a fascinating one. If she specializes 
in the care of children, she should make a special 
study of child psychology. The sick often become very 
much like little children—for instance, ordinary noises 
take on at night a frightful sound. Childish though 
these fears may be, the wise nurse knows that the pa- 
tient cannot be disciplined for them. She gives the 
patient reassurance that someone is always near at 
hand watching over him, and speaks the word of cheer 
at the needed moment. Many a patient summons the 
nurse at night not because he really wants what he 
asks for but because he wants to hear a human voice. 

These same principles of applied psychology under- 
lie all fields of nursing whether in the hospital, in the 
home, or in educational or public health work. No 
place is closed to the nurse. She goes to the palace and 
the hovel, into schools, into factories; she works with 
men, women, and children; she is necessary in times 
of peace or in the stress of war; she is an essential and 
integral part of human welfare. We need nurses with 
an understanding heart. Psychology will give that un- 
derstanding. Is it worth while? We are here to serve. 
No methods should be ignored which will make us 
more efficient, for our Divine Master has said: “Amen, 
I say to you, as long as you did it to one of these My 
least brethren, you did it to Me.” 


Education to her Profession and to the Public 


O OTHER of all the professions has had its 
educational prerequisites discussed so much as 
has that of nursing. The public, especially 
those interested in hospitals, realize the great respon- 
sibility laid on the nurse, for with her rest many 
weighty decisions involving life and death.* In the 
light of this responsibility, the greater the preliminary 
education the better will the nurse be equipped to 
further her work in the hospital school. 

At the present time there is considerable perplexity 
as to the standards of admission to our schools of 
nursing, and a growing tendency to raise entrance re- 
quirements. The only available means within our reach 
to determing the kind of “material” we are admitting 


*Read at the first annual meeting of the Ontario Conference of the 
Catholic Hospital Association, April 5-7, 1932. 


Sister Melanie, R. N. 





into our schools for nurses, are high-school records 
and the personal interview. The high-school record, in 
itself, is inadequate, unless it is studied from the 
standpoints of what was accomplished during these 
few years and the subjects studied. Certain subjects 
which are fundamental in a nursing course should be 
included in this preliminary work — chemistry, physi- 
ology, hygiene, etc. Very often these are not touched 
during the first years of the high-school course. Two 
years of high-school English are at the most but 
meager, and are a starting point, not a finish. Although 
the subjects themselves are only commenced, they are, 
however, a mental discipline and a training for all 
future study. Hence the grading of the high-school 
record is a help to the grading of the intelligence of the 
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applicant. A successful student in high school is usual- 
ly a studious nurse in the nursing school, while the stu- 
dent with high-school deficiencies will be handicapped 
in the school of nursing. Sometimes there may be 
found exceptions to the rule, and, one high in theoreti- 
cal work may be a poor bedside nurse; but while skill, 
patience, resourcefulness, and tact are most necessary 
in nursing they are of little value if not combined with 
intelligence. 

Intellectual power is a fundamental requisite for 
successful nursing, and this factor should be considered 
in selecting the nurse. To recognize this superiority of 
mind those responsible for the admission of student 
nurses must not only consider the grades received in 
high school, but should also have a knowledge of stu- 
dents’ attitudes toward duties, natural tendencies, 
temperaments, character, and their capacity for leader- 
ship. Education is no longer regarded as merely a 
preparation for life; it is seen to be an essential in- 
gredient of life. 


Education Important 

Education, in the best sense of the word, is not a 
mass of detailed information but a mental expansion, 
a wider horizon of thought, a clearer consciousness of 
relative values in work, as well as an insight into the 
wealth of scientific investigation. The nurse’s educa- 
tion should make her a better instrument of service 
with the high standards and ideals peculiar to the 
nursing profession, but her. preliminary education 
should develop the ability to adapt herself to new 
environments, and this is closely related to the ability 
to learn. 

The nursing profession requires a high degree of 
intelligence and this is shown in the nurse’s ability to 
adapt, to learn, and to see relations, and the higher 
the education the nurse receives the more will these 
faculties be developed. These essential activities of 
intelligence determine the success or failure of the 
nurse and are the guiding forces in her future work. 
Having the intelligence well developed renders the 


nurse a leader and a student. A student with four. 


years of high school or pass matriculation would cer- 
tainly have far greater powers of penetration than a 
two-year student. Fourth- or fifth-year high-school 
students show far greater maturity of mind and re- 
sponsibility when compared with junior students. If 
longer preliminary training in high school be de- 
manded, one who has the ambition to iearn nursing 
should have the ambition to prepare herself for her 
course, and should be willing to spend the necessary 
time in obtaining these requisites. 

As life and civilization become more and more com- 
plex, the competition in all lines of endeavor becomes 
increasingly keener. Nursing schools have from time 
to time raised their entrance and their curricular re- 
quirements to produce women who are more efficient 
nurses because of their thorough grounding in the 
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fundamental sciences, and their detailed training in 
the infinite ways in which science may be helpfully 
applied. Standards will undoubtedly be raised again 
and again as the years pass in order to keep nursing 
practice abreast of advance in science, but the require- 
ments should be consistent with the educational re- 
quirements demanded in competing professions, so 
that nursing will have a fair field in seeking out the 
best young women for this important humanitarian 
service. 


The Trained Nurse 


In the early days of nursing the only requisite for 
those wishing to enter the profession to devote them- 
selves to the care of the sick and the poor was that 
they have the desire to serve; but it was not until the 
time of St. Vincent de Paul that there was any clearly 
defined help given in the education of those who 
wished to serve. St. Vincent de Paul was a man whose 
social vision was far in advance of his time; as a 
means of general and social advancement, he advo- 
cated methods of education and organized charity 
work. With the help of many women of noble birth 
and training he founded the Sisters of Charity with a 
definite plan for nursing education. So today, as in 
St. Vincent de Paul’s time, nursing is attempting to 
meet human needs effectively by acquainting itself of 
all available knowledge so that its service may be 
effectively rendered. 

“In the community the nurse stands for something 
definite. She offers to our modern world the gift of a 
religion of humanity: To be a nurse is in itself a 
promise to serve, to sacrifice, to comfort, and to pro- 
tect. To the community in which she lives the nurse 
owes honesty, courage, faith, and steadfastness. Her 
power for good in that community is just as great as 
her own personal capacity and no greater. No nurse 
is just a nurse.” 

From the viewpoint of Florence Nightingale all that 
is essential about the spirit of nursing is that “the 
nurse must have method, self-sacrifice, watchful activ- 
ity, love of her work.” She must have a threefold in- 
terest in her work — intellectual interest in the case, 
a hearty interest in the patient, and a technical in- 
terest in the patient’s care and cure. She must not look 
upon patients as made for nurses, but upon nurses as 
made for patients. 

“Service to humanity” is our motto and in order to 
render the service we should, we must have intelligent 
nurses. Nurses, as educators, should be equipped to 
do what is expected of them, and since only part of 
this education can be given them in the nursing school, 
a great part of it should be secured before entering the 
school of nursing. The higher education of the nurse 
must needs be a great aid in the sublime and far- 
seeing aim of rendering ever greater assistance to 
suffering humanity, in accordance with the advance 
of medical science and hospital service. 
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grouping of individuals systematically united 
for some definite purpose.* No corporation 
can exist without unity of purpose and organization 
of forces. Neither can any hospital without organiza- 
tion, continue to carry on, for any length of time, its 
primary objective — scientific treatment of the patient. 
A hospital is a great humanitarian organization, the 
administrative functions of which entail an increasing- 
ly intricate mechanism the greater the result and the 
efficiency expected from its functionings. The hub 
around which all this revolves, is the personnel of the 
administrative body, and the most important member 
of this body is the chief executive or superintendent. 
This executive should be chosen with the greatest care 
and precision. She must possess all the virtues and 
few of the infirmities of poor human nature. She must 
be the embodiment of prudence, tact, foresight, judg- 
ment and forbearance. She must be resolute, deter- 
mined, forceful, and still withal, sympathetic. She 
must be a woman of high ideals, lofty aspirations, and 
clear vision, and who will be an inspiration to those 
associated with her. She must be familiar with the 
fundamental principles of all .the activities of the 
organization, and, above all, she must have a univer- 
sal charity and an unbounded confidence in the Provi- 
dence of God. 


The Superintendent’s Duties 

Granted that the administrative body has the right 
type of superintendent, it remains for this official to 
place her allotted staff in the particular departments 
for which they are adapted by natural and educa- 
tional endowments. The selection of the directress of 
the school of nursing I consider of very great import- 
ance. In fact, to my mind, it ranks next, if not equal 
in importance, to the selection of the superintendent 
of the hospital. This directress, too, must possess 
superior qualities of mind and heart. Above all, she 
must be “proficient in the science of handling human 
nature” for the student body is a very important fac- 
tor in the general organization of the hospital. Hence, 
the better the agencies brought into the active service 
of the training of student nurses, the greater will be 
the result for unity and organization in the entire hos- 
pital. 

As this is an age of specialization, and, as a hospital 
should embody the highest type of specialization in 
its various departments, it follows that each super- 
visor should ‘be specially trained for her particular 
field of work. The supervisors should be thoroughly 
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conversant in classroom technique, and should teach 
their students to apply the same methods that are 
made use of in the classroom. Each supervisor has the 
responsibility of impressing upon the student nurse 
the necessity of observance of hospital routine and 
discipline, the deference due to the officials of the in- 
stitution and members of the medical profession, and 
the obligation of observance of the laws of ethics. 
This teaching attitude might very well be developed 
by choosing some member of the nursing-school faculty 
from the directors of the departments. Further, every 
effort should be made to provide sufficient and definite 
time for study periods for the development of these 
supervisors. The directress of the school of nursing 
should indicate the technical procedures to be carried 
out and these procedures should be standardized as 
far as is possible and practicable. Service should be 
the watchword of the nursing personnel, and the re- 
sult of this service will be the right care of the patient. 
Coéperation in such teaching from the various depart- 
ments is essential. 


Definite Duties 

Every member of the hospital personnel should 
know definitely what her particular duties are and to 
whom she is responsible for the fulfillment of such 
duties. There must be an intensive focussing of in- 
terest, attention, and activities of all concerned on the 
patient, and the entire personnel must be inbued with 
the consciousness of the importance of their individual 
tasks, realizing that each is contributing a unit of 
service to the care of that patient; and, hence, to the 
successful management of the institution. 

As the efficient management of a hospital is a com- 
plex problem, I think that monthly or bimonthly con- 
ferences of the Sisters is of very great value. There 
are new adjustments constantly being called for, due 
to the advance in hospital methods; and these adjust- 
ments will be more readily accepted, at least for trial, 
after an open discussion. The conferences should be 
conducted with earnestness of purpose, blended with 
good humor and candor. Each member should be en- 
couraged to make any suggestions which might tend 
to improve the service, eradicate difficulties, or create 
a better spirit among the workers. To this end, every 
suggestion should receive a sympathetic acceptance 
and consideration by those in charge of the conference. 
It is better to graciously reject suggestions after due 
consideration than to discourage the members of the 
conference into a self-imposed silence by a summary 
rejection of the proposals. Such conferences will stimu- 
late an atmosphere of helpfulness and tolerance, and 
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will be an effective means of welding together the 
links that form the chain of unity and codperation, 
and this is the keynote of success in any scientific 
hospital. 

Necessary Requirements 

To summarize, for the organization of hospital work 
for hospital Sisters, it is necessary to have: 

1. An adequate, competent staff or personnel for 
administrative and technical purposes. 

2. Standardized technical procedures. 

3. Codperation, codrdination, and efficiency in the 
various departments. 

4. General conferences at regular intervals, for the 
directors of departments. 

In conclusion, our efforts of organization in any form 
are futile unless they are based upon and carried out 
in unison with the one Divine Organizer, who is the 
Exemplar according to Whom we should form our lives. 
We have at our disposal many opportunities for exer- 
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cising influence for good. Our daily lives are constant- 
ly preaching a sermon either for good or for evil. We 
meet our asseciates, not only frequently, but many 
times daily. It is in these daily, hourly meetings, that 
we have splendid occasions to exert an influence for 
organization by the practice of Christian virtues which 
spring from a life of self-sacrifice and prayer. Kindli- 
ness should be one of these salient virtues. The prac- 
tice of these virtues will prove to all that we appre- 
ciate the nobility of our lives, realize the dignity of 
being Spouses of Jesus Christ, and keep Him contin- 
ually before us as a Model for our every action. If 
we, as Sisters, continue to exert this godly influence 
upon our associates, we shall see that unconsciously 
the entire hospital personnel will practice gentleness, 
kindliness, and forbearance, and thus there will be 
created an atmosphere of Christliness, that will tend 
toward the organized achievement of that eminence 
which should be the ideal of every Catholic hospital. 
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THE ADMINISTRATIVE STANDARDS 


The stresses to which our hospitals are now exposed 
insistently call attention to so many matters that one 
hesitates to single out any particular lesson which the 
depression is emphasizing. Undoubtedly many persons 
feel that the financial administration of the institution 
should be paramount in our thinking. At the present 
moment, without questioning such a viewpoint, one 
might still suggest that, after all, financial administra- 
tion of an institution is only secondary. It is a means 
to an end and, therefore, those who ambition looking 
below the surface would probably feel that another 
question is still more deeply indicated and that is why 
the financial administration occupies so much of our 
attention. It is clear that the only reason why this 
should be, is in order that the service which the hos- 
pital is organized to render may not be curtailed and 
that the adequacy of that service may not be impaired. 

It is easy to speak of standards at a time when the 
worry concerning the costs in the observance of stand- 
ards is a negligible feature. It is a much more difficult 
thing to safeguard standards when pressure is brought 
to bear at every point of the standard’s efficiency, a 
pressure which is but too apt to reach the standard’s 
breaking point and still more apt to force the standard 
to yield to the emergency. Just as in the life of the 
individual, the great difficulty today is not so much 
the poverty and anxiety to which the individual is 
exposed as rather the breakdown of the individual’s 
morale, of his idealism and his ambition. So also in 
the case of institutions, there is imminent danger that 
we may lose much of that perfection of service which 
it has taken years to develop and it, all too easily, can 
yield in a small fraction of time to the strains of pen- 
ury and to the demands of the moment. 

Administrative standards in the hospital mean more 
than can be described at a time such as this. The unity 
of aim may suffer; the significance of adequate service 
for life and welfare can be lost sight of; the integra- 
tion through centralized control can be weakened ; less 
serviceable personnel can be engaged; substitutes can 
be sought for seemingly more costly procedures and, 
in general, the temptation must be considered im- 
minent to slash and cut, if necessary ruthlessly, in or- 
der that the institution may be kept agoing. 

Without minimizing the seriousness of our dangers 
today, it is still wise to keep a sound footing. We may 
in the past have been carried too far aloft by an en- 
thusiastic opfimism but today we may be just as 
readily depressed by a morbid pessimism. Even in the 
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face of unemployed millions and in the face of millions 
pinched with privation someone has dared to speak 
of the “hysteria of the depression” and there is an 
element of truth which challenges our thoughtful con- 
sideration. It has been shown that in many places 
curtailments which were unnecessary have, neverthe- 
less, been carried out to fit in, so to speak, with the 
trend of the day. It would be disastrous to our hos- 
pitals if such a desire were to take hold of us to make 
of our institutions less perfect organizations for the 
carrying out of their sublime purposes than the emer- 
gencies would seem to justify. 

It may be confidently asserted that in our Catholic 
hospitals where the personal poverty of the individual 
Sister has for so long been the background of institu- 
tional excellence, a shortage of funds will produce less 
disastrous results than in those institutions whose ex- 
cellence has habitually made them dependent on bal- 
anced budgets and additional income for increased 
activity. We have learned to do new things without 
new funds. At the present time our experience should 
stand us well in our emergency. Surely we will not 
allow the internal organization to deteriorate; the 
service rendered by our institutions to be decreased 
in quantity or quality more than is clearly justified by 
the stresses. The Editor has had occasion recently to 
note the reaction of a group of Sisters when the sug- 
gestion was made that the institution’s program for 
the treatment of venereal diseases in its out-patient 
department be curtailed. Even in the phase of the 
presentation made by the Sisters Superintendent of the 
hospital, the Sisters themselves so eloquently pleaded 
a continuance of the institution’s program for the sake 
of those who had benefited by it and whom the Sisters 
regarded by reason of their extreme need as mostly 
in need of assistance that the Sisters expressed the de- 
sire that further curtailments of their own already 
much attenuated small comforts be withdrawn from 
them so that the Sisters Superintendent might find it 
possible to gain additional funds for the upkeep of 
the institution’s work in favor of these poor sufferers. 
It is a spirit such as this which strengthens the Cath- 
olic hospital in the present crisis and it is this spirit 
which, so it may be confidently asserted, will keep up 
our Catholic hospitals at that level of achievement 
which we have attained. Our income may be reduced ; 
our trust in God never. Our surplus may be dimin- 
ished; our appreciation of the nobility of our work 
will be the best substitute for the reduced surplus, and 
even for a deficit. — A.M.S., SJ. 


THE SHADOWS OF VILLANOVA’S 
GABLES 


The Editor might as well admit it since it is known 
to all the readers of this journal that he has developed 
a dilatory habit despite repeated resolutions by reason 
of which Hosprrat Procress has come to the desks of 
our hospitals from two to three weeks late during the 
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past few months. And so this evening, too, he is writ- 
ing an editorial for the June number when the June 
number should long since have been in the hands of 
the subscribers. This editorial is being composed on 
the eve of the Seventeenth Annual Convention under 
the shadows of Villanova’s gables. The whole place is 
vibrant with expectant welcome. The Augustinian 
Fathers with the Very Reverend Assistant General 
Joseph A. Hickey, D.D., LL.D., O.S.A., the newly 
elected President, the Very Reverend Edward V. Stan- 
ford, M.S., O.S.A., the Outgoing President, the Very 
Reverend James H. Griffin, A.M., LL.D., and the gen- 
erously capable Father Joseph A. Dougherty, O.S.A., 
at their head are eager to extend the hand of encour- 
agement and welcome to the crowds of Sisters who will 
come as delegates to this Convention. 

The place was never seen in more attractive garb. 
The green freshness of nature, the rolling hills, the 
deep shadows under maples, spruce, and copper beech 
promise a period of restful activity, and labor-laden 
leisure during the days of this Convention. The Su- 
periors of the various hospitals of the city have met 
to confer with the President of the Association con- 
cerning the significance of this Convention for the 
local hospitals and have pledged the codperation of 
the local institutions toward insuring the success of 
our activities. We are all waiting, waiting for the Sis- 
ters who will come from the east and west and north 
and south, to consult with each other and to listen to 
the words of counsel from those whose years have been 
spent in furthering the partial cause which the Cath- 
olic Hospital Association amalgamates and unifies for 
the one great cause of hospital management, the in- 
creasingly more perfect service for the sick. 

In an environment such as this, one can easily 
speculate concerning the outcome of this Convention 
when amid the quiet of these surroundings one “studies 
the layout” of the magnificent program which has been 
provided and contemplates the thought and study be- 
hind the more than seventy papers which will be read 
within these walls during the next three days on prac- 
tically every major phase of the hospital field. This. 
Convention promises to effect great things for our 
group. Several new experiments are being tried. In the 
organization of the program, for example, each of the 
three meetings of each afternoon will attempt to carry 
through a general topic. The first sectional meeting 
will discuss Professional Standards; the second, Hos- 
pital Administration; the third, Nursing Education. 
What the success of such a plan will be remains to be 
seen. 

Another new experiment is the organization and 
first meeting of the Advisory Committee of the Coun- 
cil of Nursing Education. The potentiality of this com- 
mittee can readily be understood if one bears in mind 
that the thirty-three Sister members of this group, a 
number which will probably be increased during the 
Convention period, represents so large a fraction of 
hospital endeavor in the Catholic group and represents, 
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moreover, so much seriousness of purpose, high-minded 
ambition, and successful achievement. The outcome of 
this Committee’s work cannot but be a’ matter of 
anxious speculation particularly with relation to the 
big question as to whether or not the leadership of the 
Catholic Hospital Association is strong and powerful 
enough to aid in the direction of the enormous volume 
of human energy represented by such an Advisory 
Council. 

Another experiment which we are happy to report 
is the arrangement of the religious program. His Ex- 
cellency, the Right Reverend Gerald P. O’Hara, D.G., 
J.U.D., Auxiliary Bishop of Philadelphia, found it im- 
possible to celebrate the Pontifical Mass on the open- 
ing day of the Convention due to a previous engage- 
ment on this Feast of St. Aloysius Gonzaga. His readi- 
ness to prove his regard for the Catholic Hospital 
Association, however, suggested the thought that some 
other day be set aside for this Pontifical Mass and so 
the Seventeenth Annual Convention will open with a 
Solemn Mass on Tuesday morning and the last day of 
the delegates’ stay will be signalized by the Pontifical 
Mass celebrated by His Excellency. Still other experi- 
ments are being tried: The separation of the meeting 
places for the general meeting and the sectional meet- 
ings; the holding of the sectional meetings in rooms 
adjoining the exhibition hall; the various efforts at 
economizing in convention costs made necessary by 
the curtailed income in these troublesome times. 

All these experiments will be watched by the Execu- 
tive Board with the utmost intensity of interest so 
that we may learn from the outcome many lessons 
which these experiments can teach us. The Sisters who 
have remained at home will be the first ones to see 
these lines. We beg them to unite themselves in spirit 
to our Convention and to offer up their prayers not 
only for the success of our meetings — it may be too 
late to pray for that — but also for the successful out- 
come of those policies which the Seventeenth Annual 
Convention will determine upon. We beg them to unite 
themselves to us in spirit so that the great motto of 
Villanova College, so suggestive of the deeper prin- 
ciples behind our Catholic hospitals may prevail 
among us: Veritas, Unitas, Caritas —“Truth, Una- 
nimity, and Charity.” — A.M.S., SJ. 


FIRST ANNUAL MEETING, ONTARIO 
CONFERENCE, C. H. A. OF THE U. S. 
AND CANADA 


With delegates attending from all parts of Ontario 
and from some Quebec and United States centers, the 
first annual convention of the Catholic Hospital Asso- 
ciation of the United States and Canada was held in 
the University of Ottawa, April 5, 6, and 7, 1932. 

At eight o’clock, Tuesday morning, in the beautiful 
new chapel of the University, the delegates attended 
Solemn High Mass, which was celebrated by Rev. L. 
Cornellier, O.M.I. In the course of this Mass, the con- 
vention was eloquently addressed by Rev. W. P. 
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Smith, spiritual director of the Ontario Conference. 
In his sermon, Father Smith sketched the origin of 
nursing in the early days, remarking that the work 
and number of hospitals increased through the ages 
and kept pace with the growth of the Church. His ser- 
mon is reprinted in this issue’ of Hosprrat Procress. 

Registration took place immediately after the Mass 
in Academic Hall of the University where the meetings 
were held. 

The convention was called to order at 10:45 a.m., 
by Dr. J. C. Woods, ex-president of the medical staff 
of the Ottawa General Hospital. On behalf of the 
Medical Board and of the Medical Profession at large, 
he extended a very cordial welcome to the members of 
the Ontario Conference and offered his sincerest wishes 
for the success of its first annual convention. 

His Worship, Mayor J. J. Allen, of Ottawa, ex- 
tended greetings to the delegates on behalf of the 
city. Mayor Allen briefly outlined the great ad- 
vancements made in the medical profession during the 
past 50 years and stated that Ottawa was proud of its 
hospitals. He welcomed the out-of-town visitors and 
expressed the hope that the convention be a most suc- 
cessful one. 

His Excellency, Archbishop G. Forbes, delivered a 
short address on behalf of the Catholic clergy of 
Ottawa, paying tribute to the fine work being done in 
our local hospitals. He thanked the members for the 
honor of being chosen as their honorary vice-president, 
and expressed the fervent hope that the convention 
would benefit all both physically and spiritually. 

The presidential address was delivered by Sister 
Madeleine of Jesus, R.N., S.G.C. In her remarks she 
pleaded for the furtherance of the great work which 
is being carried on by the doctors and nurses in hos- 
pitals throughout Ontario, pointing out that hospitals 
are not money-making institutions, that they are strug- 
gling along in hand-to-mouth fashion and are suffering 
considerably from decreased provincial and civic 
grants. Other hospital problems touched on were: The 
Medical Staff, Intern Education, The Out-Patient De- 
partment and Publicity. The problems pertaining to 
nursing education were briefly stated as this import- 
ant topic was to be fully discussed during the conven- 
tion. In Conclusion, she asked that everyone cooperate 
in striving to promote and extend the work of the 
hospitals. 

Before adjourning, the chairman of the nomination 
committee was appointed by the president and the 
resolutions committee was nominated from the floor. 
These committees are as follows: 

Nominating Committee: Mother M. Pascal, London, 
Chairman: Sister Martina, Hamilton; Sister M. 
Anselm, Brockville. 

Committee on Resolutions: Sister St. Elizabeth, 
London, Chairman; Sister St. Phillip, Sudbury ; Sister 
M. Felicitas, North Bay. 

The meeting having adjourned at 12 noon, all were 
requested to gather in front of the University to have 
the convention photograph taken. 
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Tuesday Afternoon, April 5 


The afternoon session was called to order at 2:30 p.m., 
by Dr. Albert Charlbeois, president of the medical staff of 
the Ottawa General Hospital, who presided. The program was 
slightly changed due to the regretted absence of Rev. A. M. 
Schwitalla, S.J., Ph.D., president of the Catholic Hospital 
Association of the United Statés and Canada, who for serious 
reasons was unable to attend the convention much to the dis- 
appointment of all the members. 

Mother M. Pascal, superior of St. Joseph’s Hospital, Lon- 
don, in her paper on “Organization of Hospital Work for 
Hospital Sisters,” stated that the hospital is a great humani- 
tarian organization requiring an adequate, competent staff or 
personnel for administrative and technical purposes, properly 
placed. “The Executive,” she said, “should be chosen with the 
greatest care and precision. This individual, it would appear, 
should be almost superhuman, possessing all the virtues and 
few of the infirmities of poor human nature. 

Standardized technical procedures; codperation, coédrdina- 
tion, and efficiency in the various departments at regular 
intervals, were also recommended. In conclusion she remarked 
that all effort of organization in any form was futile unless 
based upon the one Divine Organizer, who is the Exemplar 
upon Whom we should pattern our lives, for our lives are 
constantly preaching a sermon either for good or for evil. 

Dr. G. Harvey Agnew, director of Hospital Service and 
Secretary of the Canadian Hospital Council, gave an inter- 
esting address on “Problems Common to Hospitals in Can- 
ada.” He spoke on building as well as financial matters con- 
cerning hospitals. In the matter of finance, he stated that 
there is a real crisis in hospital administration today. He 
expressed the belief that a starfdard system of accounting in 
all hospitals would result in more accurate financial reports 
with a consequent better understanding of hospital needs by 
the governments, both provincial and civic. In regard to 
building, Dr. Agnew, who has had occasion to visit many 
hospitals, both large and small, throughout Canada, expressed 
some of his views. He said that in many cases, climatic con- 
ditions met with in various sections of the country were not 
given proper consideration, when the building of a hospital 
was being planned. The neglect often is the cause, he said, 
of increased fuel consumption, larger repair bills, and in sec- 
tions, where static is prevalent, inconvenience in the operat- 
ing of hospital electrical equipment. 

Rev. G. Verreault, O.M.I., B.Ph., auditor of Ottawa Uni- 
versity, speaking on “Administering the Hospital’s Business,” 
said that modern business practices should be maintained in 
hospitals, especially in the accounting department, a proper 
cost analysis of different services, is the only just and reason- 
able basis for hospital rates, and for scientific management. 
Each year hospitals are obliged by law to care for a large 
number of indigents. With adequate accounting records, it 
could be made clear that these indigents are the cause of 
enormous deficits notwithstanding the utmost economy. More 
convincing appeals could then be made for reimbursement 
from public funds. The planning of future developments 
could also be undertaken with more security. 

A paper on “Improving Ward Teaching and Supervision” 
was read by Sister M. Felicitas, R.N., superintendent of 
nurses, St. Joseph’s Hospital, North Bay. “The supervisor,” 
she said, “should have a good background socially, educa- 
tionally, and professionally, and that there be perfect codper- 
ation with the instructors and supervisors. Proper equipment 
is needed in both demonstration room and wards and that the 
practical experience obtained in ward work is invaluable.” 

At 4:30 p.m., immediately after the meeting was adjourned, 
a visit to the hospitals of Ottawa was made possible by the 
courtesy of friends and the medical staff of the Ottawa 
General Hospital. 
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Wednesday Morning, April 6 

At the business meeting, Wednesday morning, which was 
presided by the president, Sister Madeleine of Jesus, the 
members were addressed by Mother Allaire of Montreal, the 
Canadian member of the executive board of the Catholic 
Hospital Association. She stressed the necessity of preparing 
and qualifying the Sisters to meet the present-day needs. 
She emphasized that our first duty should be toward the 
Sisters, and secondly, to direct our attention to raising the 
standards of the school of Nursing. 

The constitution and by-laws of the Ontario Conference 
were discussed, amended, and a few articles left over to be 
further considered the following day. The meeting was 
adjourned for luncheon. 


Wednesday Afternoon, April 6 

The meeting Wednesday afternoon, was called to order at 
2:30 p.m.; Sister Madeleine of Jesus, presiding. The pro- 
gram was carried out as planned, excepting a few slight 
changes. The first paper on “University Affiliations with 
Schools of Nursing” was interestingly given by the Very 
Reverend G. Marchand, O.M.I., S.Th.D., rector of the Uni- 
versity of Ottawa. He pointed out the many advantages of 
university affiliations with schools of nursing and stated that 
by means of education obtained in university courses, the 
student nurse would be given proper theoretical training while 
the hospital would furnish the practical experience necessary. 
Father Marchand continued, saying that Christ was the first 
great healer to care for the sick. Later this work was passed 
on to His disciples, and, in turn, has been handed down to 
the nurse of today. Hence, it is the duty of all nurses to fit 
themselves mentally, physically, and morally for their task. 

Miss Isabelle McElroy, R.N., night supervisor of the 
Ottawa General Hospital, read a paper dealing with the Sur- 
vey on Nursing Education in Canada, taken from the report 
of Dr. G. M. Weir, of the University of British Columbia, 
which represented two years of extensive work on the part of 
Dr. Weir. In her paper, Miss McElroy brought forth many 
questions of concern to nurses and nursing schools all over 
Canada today. In reference to one of the chief problems, 
namely, the hours spent on duty by student nurses, she stated 
that a questionnaire sent out to some 1,336 student nurses 
brought the reply from most of them that they considered 
their hours too long. They found it impossible to devote the 
proper amount of time to study, and also, after too long 
hours, did not have the energy needed to efficiently attend to 
their patients. 

Miss Juliette Robert, R.N., of Ottawa General Hospital, 
led a discussion on Miss McElroy’s paper, and stated that all 
nursing groups are willing and anxious to codperate in bring- 
ing about improvements in nursing schools. She remarked 
that before organizing a school of nursing it is the obligation 
of the hospital authorities to the student nurse to study the 
needs of the nurse as well as considering the nurse as a means 
of supplying its needs. The ill effects of twelve-hour duty 
were enumerated and a plea for shorter hours was made. 

Sister Melanie, R.N., superintendent of nurses, St. Joseph’s 
Hospital, Port Arthur, followed with a paper dealing further 
with the question of higher education for the nurse, her 
contribution to her profession and to the public. She stated 
that the nursing profession requires a high degree of intelli- 
gence and this is shown in the nurse’s ability to adapt to 
learn, and to see relations, and the higher the education the 
nurse receives the more will these faculties be developed. She 
claims that the nurse’s power for good in a community is 
just as great as her own personal capacity, and no greater, for 
no nurse is just a nurse. In conclusion, she remarked that the 
sublime and farseeing aim of rendering every greater assist- 
ance to suffering humanity, is in accordance with the advance 
of medical science and hospital service. 
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On “Psychology in Nursing” Sister Campion, R.N., of 
Kingston, read an interesting paper. It was suggested that a 
student nurse would do well to study her own personality in 
an effort to be better able to study the personality of the 
patient. Psychology is invaluable in enabling a nurse to handle 
her charge with a minimum of trouble, she said, and in many 
cases a mental state conducive to a more rapid recovery in 
the patient may be brought about by its use. 

During the afternoon session Mr. M. R. Kneifl, executive 
secretary of the Catholic Hospital Association of the United 
States and Canada, arrived from Saint Louis, Missouri. The 
convention cordially welcomed him in their midst as Father 
Schwitalla’s representative. 

Sister Madeleine de Jesus, R.N., S.G.C., President. 


RESOLUTIONS OF THE ONTARIO CONFERENCE 


Be It Resolved, That His Worship, J. J. Allen, Mayor of 
Ottawa, and the citizens of Ottawa, be thanked for the hearty 
welcome accorded to the delegates and visitors, and for their 
service and courtesy during the Convention. 

Be It Further Resolved, That this Conference express its 
gratitude to His Excellency, the Most Reverend Neil McNeil, 
D.D., Archbishop of Toronto, who, in his silent way, has 
accepted the sponsorship of this Conference through the 
acceptance of the position as Honorary President, and as 
Adviser among the Hierarchy, of the Conference, and as a 
manifestation of this gratitude it promises to him hereby its 
ready submission to his experienced leadership. 

Be It Further Resolved, That this Conference express its 
deep appreciation to His Excellency, the Most Reverend G. 
Forbes, D.D., Archbishop of Ottawa, for his kindly accept- 
ance of the office of Honorary Vice-President of our Asso- 
ciation, and of the honor he has conferred upon us by his 
presence and for his words of encouragement at the opening 
Session of our Convention. 

Be It Further Resolved, That the Conference express to 
the Very Reverend Alphonse M. Schwitalla, S.J., President 
of the Catholic Hospital Association of the United States and 
Canada, its sincere regret of his inability to be present at our 
First Annual Convention at Ottawa, and its sincere apprecia- 
tion of having sent so able a representative in the person of 
his Executive Secretary, Mr. M. R. Kneifl. 

Be It Further Resolved, That this Conference pledge its 
gratitude to the Very Reverend G. Marchand, O.M.I., Rector 
of the Ottawa University, and to all members of his faculty 
and community, for their princely and unequalled hospitality 
during all days of the Convention, and for the generous 
attention given to the visitors and delegates by the entire 
staff of the University. 

Be It Further Resolved, That the Conference also extend 
its thanks to the Reverend C. Latour and the members of the 
choir for their devotional rendering of the Mass. 

Be It Further Resolved, That the Reverend W. P. Smith, 
Spiritual Director of the Conference, and Delegate to the 
Canadian Hospital Council, Toronto, be cordially thanked for 
his very inspiring sermon. 

Be It Further Resolved, That this Conference express its 
deep appreciation and heartfelt gratitude to the Sisters of 
the Grey Nuns of the Cross, especially Sister St. Josaphat, 
Superior of the Ottawa General Hospital, for the hospitality 
given to our delegates and visitors during this Convention 
The kind courtesies and constant attention lavished so gener- 
ously upon all of us during our stay in Ottawa, will, in future, 
ever cause us to recall with pleasure our First Annual Con- 
vention held in the Capital City. 

Be It Further Resolved, That Reverend Mother Allaire, 
be cordially thanked for her presence at our meetings, and 
for the fund of valuable instruction she imparted to all our 
Members. 
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Be It Further Resolved, That this Conference express its 
appreciation and gratitude to the members of the Nurses’ 
Alumnae and to the Student Nurses of the d’Youville School 
of Nursing for their generosity and thoughtfulness on behalf 
of the delegates and visitors. 

Be It Further Resolved, That the Arrangements Committee 
and Program Directors be tendered a hearty vote of thanks 
for their efficient work. 

Be It Further Resolved, That the members participating 
in the Program be cordially thanked for the excellent delivery 
of most interesting papers dealing with subjects of vital 
interest to all members of the Convention. 

Be It Further Resolved, That the Conference express its 
gratitude to the Commercial Exhibitors for assistance rend- 
ered. 

Be It Further Resolved, That the Press be thanked for the 
publicity given to our Convention in the full account of our 
Meetings in the columns of their papers. 

Be It Further Resolved, That the Conference express to 
the Ontario Government the hope that this Organization will 
be able to assist in the problem of its health programs. 

Be It Further Resolved, That the Conference express to 
the Federal Government its sincere regret that the budget 
which has been granted for the maintenance of the Venereal 
Disease Clinics has been discontinued, and the hope that it 
will, in the very near future, be reestablished. 

Be It Further Resolved, That this Conference express to 
the Provincial Government its appreciation and thanks for 
the decision they have taken with respect to the Provincial 
and Municipal grants. 

Be It Further Resolved, That the Conference express to 
the Sun Life Assurance Company its thanks and gratitude 
for its interest and material assistance in hospitals and 
hospital undertakings. 

Be It Further Resolved, That the Conference thank the 
Ontario Hospital Association for sending so worthy a repre- 
sentative in the person of Col. H. R. Cosgrain, President- 
Elect of the Ontario Hospital Association. 

Be It Further Resolved, That Dr. G. Harvey Agnew, Secre- 
tary of the Canadian Hospital Council, receive a special vote 
of thanks for honoring our Convention with his presence, and 
for the invaluable service he has rendered to our Conference 
during the past year. 

Be It Further Resolved, That Mr. M. R. Kneifl, Executive 
Secretary of the Catholic Hospital Association of the United 
States and Canada, be thanked for conveying to the Conven- 
tion Reverend Father Schwitalla’s greetings to the members 
and his sincere regret of his inability to be with us. That he 
be also thanked for his splendid contribution to our program. 

Be It Further Resolved, That this Conference express its 
heartfelt gratitude and appreciation to the community of the 
Grey Nuns of the Cross for the sumptuous banquet so much 
enjoyed by all, and to the distinguished speakers of the 
evening. 

Be It Further Resolved, That the Canadian Hospital Maga- 
zine be thanked for their words of welcome and good wishes. 

Be It Further Resolved, That this Conference express its 
interest in the matters so forcefully presented in the papers 
read at the different Meetings. 

1. The raising of the Standards of our Catholic Hospitals 
by 

a) The higher education of the Sister nurses. 

b) The raising of Standards of Nurse Education. 

c) The perfect codperation between all members of the 
hospital personnel and between the hospitals. 

2. That the hospitals approve the policy suggested for the 

bringing of our hospital activities and problems more 
frequently before the public by use of the Press, and 
through the columns of Hosprrat Procress. 
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3. That Dr. Weir’s report of the Survey of Schools of 
Nursing in Canada be very carefully studied. 
Respectfully Submitted, 
Sister M. Margaret, R.N., 
Secretary, Ottawa Conference of the C. H. A. 


Fostering Public Interest 


May 12, Hospital Day, was brought before the public more 
than ever before at St. Joseph’s Mercy Hospital, Centerville, 
Iowa, when the Kiwanis Club, who have donated a hospital 
room for underprivileged children, held their regular meeting 
in the hospital dining room. The tables were beautifully dec- 
orated with yellow tulips and the club’s insignia. A delicious 
three-course luncheon was served by the Nurses’ Alumnae. 

C. F. Brummitt, M.D.., read a paper on “Modern Hospitali- 
zation—What It Means to a Community,” and also a sum- 
mary of the work done in our hospital for the year 1931, as 
follows: 


Total number of patients treated...................20000- 1,055 
I Me I ooo os ook eves nesiscuciuk dace 9,085 
Number of charity patient days...................c00eee 500 
Number of part-pay patient days.....................00- 2,676 
Number of patient days with remuneration, (exclusive of 
NE I EN to aid ois ac Oat cs cue cursing atc Ok ex 829 
NE Se I ors <a inTaccaaddcecaniwankacck 559 
Number of Obstetrics (increase of 28 per cent over 1930) .. 72 
I re Bel at te he cle oti $4.44 


In the afternoon open house was held, between the hours 
of 1 to 4 and the general public was cordially invited. Punch 
and wafers were served to all visitors by the Ladies’ Auxiliary 
of the County Medical Society. E 

The program for the day was concluded in the evening, 
when the student nurses presented an educational play on 
“Modern Nursing,” which was well received. 

On March 1, the Student and Graduate Nurses of the St. 
Joseph’s Mercy Hospital, Centerville, Iowa, reorganized their 
Sodality for the coming year. St. John the Baptist de Rossi 
was chosen as their patron saint. Miss Idell Kurtz, student, 
was elected prefect. It was voted that their main project 
would be to help the foreign missions. 

On May 1, the sodalists celebrated the beautiful and im- 
pressive ceremony of the Crowning of the May Queen, and 
the reception of five new members into their Sodality. Rev. 
George A. Rolland, hospital chaplain, was in charge of the 
exercises, which were followed by Benediction of the Most 
Blessed Sacrament. 


Death of an Intern 


St. Mary’s Hospital, Saint Louis, Mo., was startled early 
Tuesday morning in Holy Week by the sudden death of a 
young intern, Dr. Robert Thiel, class ’31, Saint Louis Uni- 
versity School of Medicine. Two days previous he had suc- 
cessfully undergone an appendectomy, and was well on the 
road to recovery when a inesenteric thrombosis caused his 
unexpected death. Since the remains could not reach the 
Thiel residence in Ohio until late in Holy Week, when no 
Requiem Mass could be said, they were brought to the 
motherhouse chapel of St. Mary of the Angels, where the 
Requiem Mass was sung the next morning. Dr. Thiel’s 
father represented the family at the Mass. A short discourse 
on the inevitability of death and the necessity of prepared- 
ness for the Divine judgment was delivered by Rev. Leo J. 
Steck, chaplain of the motherhouse. Father Steck affirmed 
that Dr. Thiel was prepared insofar as any of us can humanly 
prepare ourselves to meet our Judge. 

Dr. Thiel’s quiet, unassuming way, his conscientious devo- 
tion to the ideals and standards of his profession, caused him 
to be well liked by all whom he met. His fellow interns 
showed their esteem for him by their liberal donation of 
Mass stipends and by their tender care of his father. 











Aims in the Promotion of Child Health 
Alphonse M. Schwitalla, S. J. 


HILD Welfare reaches in its interest and in its 
§ appeal to the deepest roots of human sym- 

pathy and love.* It is the one scientific field 
of interest which most fully overlaps the human in- 
terests of literature and especially poetry. All too often 
we see the doctor in the réle of the dramatist. We see 
him stalking over the stage of life as a tragedian next 
to the grim figure of him who walks with blanched 
bones and sharpened scythe —a spokesman for the 
dread figure of death, and we see him passing a sen- 
tence of a life which for its trials and crosses must at 
times be considered little short of a real judgment to 
a dreaded future. But when we discuss the position of 
the physician in child health we see the doctor don the 
dearest habiliments of humanity — its love, its tender- 
ness, its sympathy. When we read of William Osler 
taking a sick child upon his knees with a tenderness 
second only to that which might have been shown by 
its mother, or see him carrying the banner of child 
emancipation, or again when we read of a Muenthe 
speaking in accents of tenderest love of the children 
that followed him down the filthy streets of an Italian 
city, or hear him describe the pangs of hunger, or pain 
and neglect among the little ones whom he had gath- 
ered about him as his closest friends, then we are ever 
so close to the tenderness of Blake or Thompson. For 
Thompson asked, “What is it to be a child?” and he 
answers, “To believe in love, to believe in loveliness, 
and to believe in belief. It is to be so little that the 
elves can reach to whisper in your ear. It is to be able 
to turn pumpkins into coaches, mice in horses, low- 
liness into loftiness, and nothing into everything, for 
every child has its fairy godmother in its own soul. 
It is to live in a nutshell and to count yourself the 
king of infinite space.” And Blake has said to be a 
child is 

To see a world in a grain of sand 
And a heaven in a wild flower, 
To hold infinity in the palm of your hand 
And eternity in an hour. 


It is our function in this conference to commute the 
sentence of life for the child into a glorious promise 
of life, to change the drabness and dullness and gray- 
ness of the future of our children into the golden light, 
the colored flame, the resplendent brilliance of a life 
that holds within it less of sorrow and more of joy, less 
of pain and more of strength, less of suffering and more 
of triumph. We have met to do our share toward mak- 
ing permanent the vision of a Thompson when, in the 
midst of the purple crowns of the thistles and the sun- 
lit colors of the harebells on the turf, he felt the com- 
ing of Daisy, 


*Read at the meeting of the Missouri Section of the American Public 
Health Association. 


The years look over on the south 
And southward dreamed the sea, 

And with the sea, pressed hand in hand 
Came innocence and she. 


And again we have met to do our share to make less 
real and less truthful that same poet’s words, 


Nothing begiris and nothing ends 
That is not paid with moan; 

For we are born in other’s pain 
And perish in our own. 


It is not surprising, therefore, that the White House 
Conference on Child Welfare has met so rapid, so 
enthusiastic, and so universal a response from anyone 
who has ever held in his hand a tiny hand of an in- 
fant, who has ever seen the wistful look of question- 
ing wisdom in the eye of a child dear to himself, who 
has ever experienced the warm embrace of a child’s 
overwhelming affection. No such person could be deaf 
to the pleadings, could ignore the mandates, could 
neglect the appeals that have issued from the Capitol 
of our nation and from its students for the preserva- 
tion of the child, the hope of our nation’s permanence. 
“Who controls the child controls the future, who holds 
the child holds the future, who owns the child owns 
the future.” It is for us to control, to hold, and to 
own; and to make those children such as we want our 
nation of the future is to be. If our nation a generation 
hence is to be vigorous, virtuous, and valorous, then 
the child of today must be made to be vigorous, vir- 
tuous, and valorous. If our nation is to be a nation 
of strong men and women who can courageously face 
the ups and downs of national as well as private life, 
then the children of today must receive from us that 
strength and courage which alone will prepare them 
for the tragedies or triumphs still hidden in the dense 
mists of the future. 

And so this is the inspiration for this present meet- 
ing. We may be a state group which has joined in 
expressing its hopes and ambitions, but what we do 
during these days will radiate out in its way to the 
most distant confines of our civilized world. For the 
children for whom we provide will go out to bring 
the results of our endeavor into towns and cities, into 
rural and urban areas, into localized and nationalized 
life; and, perhaps, the results of these deliberations 
will reach even an international significance. For the 
caskets of health and happiness which we place into 
the hands of our children are full of mystery. We 
know not whither they will be borne, nor where they 
will be placed, nor where they will be opened; but, 
wherever this may be, it is ours to see that they be 
filled with the secrets of strength and joy and com- 
fort and not with the shadows of sorrow and suffering. 

With all this before us, surely it behooves us to 
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clarify in our minds the aims of such a conference. 
We must learn to think alike, to hope alike, tc do 
alike, so that through our unified thinking and hoping 
and doing, our thinking, hoping, and doing may be 
made more effective for the glorious purpose of all our 
endeavor. Those aims it seems to me, might well be 
grouped under three simple ideas, for they pertain 
first and foremost to the child with whom we are 
primarily concerned; secondly to the professions who 
carry out the work which we have met here to plan; 
and, thirdly, to the nation of which the children for 
whom we are planning will soon be constituted. 


I 


What is the aim for the child in our child-health 
promotion? Clearly, it is but one: the assurance of 
health to every one of the nation’s children. But when 
we have said that, when we have made that statement 
seemingly so simple and direct and declarative, we have 
also raised in the minds of all thinking persons a host 
of problems so numerous that a century of effort will 
bring us only slightly closer to their adequate aims, 
for our difficulties are manifold. 

What is health? Does health mean the same thing 
in every child? When is the child healthy as contrasted 
with the health of the child’s body and the health of 
the child’s mind and soul; and each of these questions 
again raises still deeper questions which bring us down 
into the very lowest depths of the profound mystery of 
the meaning of life in all its countless implications. 

The biologist, the psychologist, and even the sociolo- 
gist of today has fully recognized the tremendous 
significance in all human endeavor of the problem of 
individuality. Time was, and not so far distant, when 
the ideal of standardization seemed to be the goal 
toward which all efforts at racial and social and indi- 
vidual betterment should tend. Basing our philosophy, 
as we could not help do, upon the concept of the unity 
of life, we were carried away by our enthusiasm for 
the great discovery. We thought that life was one; 
and, not half a century ago, the thinkers of the day 
could base their programs upon the philosophy of the 
identity of even protoplasm, not only in all humans 
but also throughout the entire organic universe. We 
have learned since by bitter experience the limitations 
of such a concept. Passing rapidly at the guiding hand 
of research, we have successively traversed wide areas 
in which the concepts of the unity of life could not be 
sustained. More and more we begin to see that the 
important subjects of study are not the likenesses of 
man and woman, but the unlikenesses; not the simi- 
larities, but the dissimilarities; and, far from trying 
to make all alike, we begin to realize that the one im- 
portant thing is to perceive individual differences and 
to utilize to the full the promise of those differences. 
Biology in its thinking on the problems of heredity has 
begun to understand that dissimilarities spring from 
heredity just as much as do similarities. 

And psychology began to understand that learning 
and habit formation and educative processes could 
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never be applied uniformly to all individuals alike; 
and that superseding the so-called laws of learning 
there must be laws of individuation. Thus it began to 
take recognizance of those final differences between 
child and child which ultimately will result in the dis- 
tinctions between their adult personalities. 

Sociology, too, has shifted its focus of interest from 
the group to the individual. We have learned to un- 
derstand that group betterment can be achieved only 
through the betterment of the individuals composing 
the group. 

Classes are becoming smaller, schools are becoming 
smaller, educative efforts are becoming individualized. 
The physician is working for the solution of his health 
problem in the personal history of the patient rather 
than in typical descriptions of clinical entities. The 
social worker has learned to view her client as unique; 
and she solves this unique problem not by an appeal 
to abstract conditions such as criminality, employment, 
or poverty, but as a problem which is as individualized 
as the individual’s name and face. And so our whole 
stress is being placed upon the unique oneness of an 
individual. We rely less upon precedent than upon the 
judgment which is formed by precedent. We look less 
for general laws and more to individual phenomena. 
Tradition has come to mean less in our approach to 
the man. 

Now all of this translated into child study and child 
welfare receives the additional emphasis which comes 
from the fact that the child stands at the boundary 
between the philosophical thinking of today and the 
actualities of tomorrow. We are reading this indivi- 
dualistic philosophy into our programs for child care. 
We use the resources of the group of the municipality, 
of the state, and of the nation not merely for the pro- 
motion of group endeavor, but much more for the 
individual’s betterment. The physician and the re- 
Search worker in the science of medicine is trying to 
push his study of the individual farther and farther 
forward into the life of the child. We are not waiting 
any longer until these individual differences become 
apparent in the traits and characteristics of an adult 
life, but we are striving to discover them at a pro- 
gressively earlier age in our effort to understand the 
real meanings of the promises of body structure, phy- 
sical constitution, and mental traits which child life 
and infant life and even prenatal life already afford. 
We are now making studies on the individual constitu- 
tion of the child in even the earliest months of its 
existence, classifying hints of a future body build 
rather than the actual body build. We are striving to 
study even the bone structure of the child during its 
prenatal existence, and we are deriving what seems 
to be valuable knowledge concerning the heartbeat and 
other circulatory details almost at the first appearance 
of the fetal organs. 

The psychologist is learning very quickly to evaluate 
clues rather than actual performance; and we have 
progressed beyond the stage of stressing performance 
tests and are seeking rather to use mental perform- 
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ance tests as an introduction to a deeper study of the 
tendencies behind that performance. 

And if the psychologist and the biologist are moving 
forward in this way, then surely, too, the sociologist 
who integrates these phenomena will not long fail to 
catch the full significance for his work. In fact, in the 
most forward-thinking minds, we already see a vast 
emphasis. Whereas formerly we used the social experi- 
ences of the adult to interpret the prospective social 
experiences of the child, we are today rather using the 
clues and the hints which we derive from children to 
interpret the performance of the adult. 

The change of view in the science of history from 
the antiquated view that history is a record of the 
past to the modern view that history is really the 
promise of the future is being translated into concrete 
policies in our child-welfare work. Anyone who still 
doubts the direction which modern thinking is taking 
need only review the work of practically all the Com- 
mittees at the White House Conference. The Com- 
mittee on Growth and Development, the Committee on 
Prenatal and Maternal Care, the Committee on Medi- 
cal Care for Children with its many subcommittees, 
have all embodied somewhere or another within their 
proceedings or in their final summaries, hints to show 
us how the minds of our best thinkers are evaluating 
the promises of child life. And so our aim in child- 
health promotion is a progressively earlier understand- 
ing of the individual child. 

II 

We may now pass from our discussion of the aims in 
child-welfare promotion, insofar as those aims affect 
the child, to a discussion of the aims of the agencies 
who will translate this viewpoint into realities; and 
such is the group before me. The physician, the public- 
health worker, the social worker, the representative 
of the government, all these have their share to do in 
order to contribute in the converting of ideals into liv- 
ing facts. And here again when we say as we may say 
briefly, that the aim of the child-welfare worker is to 
give each individual child the best care which the en- 
lightened thinking of today can devise, we have stated 


a bald and simple fact about which there can be no™ 


fundamental disagreement ; but, which, when thus said, 
raises again a countless number of practical difficulties. 
For what is care? When is this care adequate? How 
can we provide with equal attention to detail for care 
which has such diverse objectives as diagnosis, thera- 
peutics, and aftertreatment? How can provision be 
made adequate for insuring to the individual child not 
only medical, psychological, and social, but also moral 
and spiritual care? How can I reconcile the claims 
and rights and duties of the individual health-welfare 
worker with the claims and rights and duties of the 
child for whom he or she may care? These are only a 
few of the major problems, some theoretical, some 
urgently practical, which beset anyone who tries to 
formulate a program in this particular endeavor. And 
in the field of medicine, there comes to my mind first 
of all the old, old conflict between the private phy- 
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sician and the public-health worker. It is not at all 
uncommon to find among private physicians some 
little disregard of the trends of the times. The private 
practicing physician all too often still carries over 
from a past day the practices of the past; but just as 
surely the public-health physician may err by for- 
getting that there was a past. It is equally fallacious 
to forget that the human race has a history and to 
forget that it has a future. Pragmatic policies which 
recognize only the present may be doomed to failure, 
since they are equally oblivious of the lessons of the 
past and the promise of the future. The actual problem 
lies in the focal point of popularity and professional 
interest at this moment; and we must all bring to it 
a willingness to understand its final solution; and 
hence not merely the preconceived judgments which 
might well be created by our immediate surroundings, 
but also the judgments that are derived from a broad 
vision and from an all-embracing study of the prob- 
lem’s largest aspects. Medicine alone cannot be held 
as sole counselor. The menacing figure of economics 
and the wise figure of social thought must stand on 
either side of the physician, each whispering into his 
medical consciousness her own suggestion that comes 
from her partial study of the common problem. 

Anyone in close touch with our present-day difficul- 
ties will view many an opposing tendency with some 
alarm. On the one hand, one might well be appalled 
with the tremendous need of medical attention among 
our school children, for example, and even more with 
the still more urgent and pressing need of medical 
attention among our preschool children; but, on the 
other hand, one might be just as well alarmed at the 
possible effects, and, in many cases, the actual un- 
desirable results of a disregard of the physician’s per- 
sonal interest in an individual patient. I personally 
cannot be sympathetic with any policies which wreck 
or tend to wreck personal responsibility of a physi- 
cian for the individual patient. Any such policy seems 
to me not only seriously opposed to the prevailing and 
progressive trend in biological, psychological, and 
sociological thought but also opposed to that funda- 
mental sense of obligation which the physician must 
feel for the individual person who comes to him for 
diagnosis, medical aid, and counsel. I am well aware 
that there are clamors on all sides for a re-interpreta- 
tion of that fundamental relationship. I am keenly 
aware of the fact, moreover, that in view of our clinics 
and dispensaries, be they publicly or privately con- 
ducted, in view, too, of state and federal policies, this 
fundamental principle must be subjected to a re-inter- 
pretation; and, interpret it as you will, if the funda- 
mentals in such thinking are not preserved, then the 
superstructure erected upon a tottering foundation 
will, it seems logical, be doomed to crash to the ground, 
and thus to fail in its primary objectives. For I am not 
aware of any theory, much less of a fundamental prin- 
ciple, which has been thus far evoked as a successful 
substitute for the physician’s individual responsibility 
for an individual patient. 
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This, to be sure, does not preclude the possibility of 
interposing between the patient and the physician as 
many auxiliaries as the progress of medical thinking 
and medical discovery may dictate to be necessary. 
Into this interspace between the patient and the phy- 
sician we are today crowdirg an increasingly larger 
number of assistants, nurses, social workers, labora- 
tory diagnosticians, economists, institutional admin- 
istrators, and all are wedged into this relatively small 
space. With all of this I am in perfect accord and 
have the most heartfelt sympathy; but, unless the 
activities of these various workers are not in some 
way coordinated and unified by a centralizing author- 
ity, I can see little lasting help for our social en- 
deavors. Organization is as essential in this activity as 
it is in other human activities. While I cannot make 
myself a worshiper of organization and efficiency for 
their own sakes, I am still of the opinion that organi- 
zation and efficiency as a means to an end cannot but 
effect a more rapid achievement of that end. Desul- 
tory activity and discodrdination may achieve tran- 
sient successes but the final and lasting success seems 
not achievable except through the highly organized co- 
ordination of specialized efforts. 

And as a second problem under this heading there 
comes to me some concern regarding the possible 
widening of the chasm between the. thinking of the 
public health physician and that of the private physi- 
cian. The public health physician, it has been repeated- 
ly pointed out, is largely concerned with group phe- 
nomena. It is his duty to point out the downward trend 
of the mortality curve and of the disease-incidence 
curve, and the upward trend of the life-expectancy 
curve. It is for him to show the progressively smaller 
areas within which a communicable disease is re- 
stricted. It is his duty to encourage the general public 
in its attitude of confidence by showing the need of 
larger financial figures for control of disease and its 
eradication. In all of these endeavors, laudable, indes- 
cribably valuable and stimulating though they may 
be, the individual physician has interest only insofar 
as it throws light upon his findings in this or that in- 
dividual case. Here, too, the public health worker will 
never forget that the roots of his activity have grown 
deeply from the soil of scientific medicine. He will 
never forget that it was the private physician who has 
made possible the development of the present moment 
and will again make possible the development of the 
future, aided to be sure and sustained by those broader 
viewpoints which have come into the consciousness of 
the public health worker. 

Modern medicine has much to learn from the public 
health physician. The latter stands as an interpreter 
at the boundary where the profession and the public 
come into their most intimate contact. The public 
health physician interprets medicine and the medical 
profession to the people and interprets the people to the 
medical profession. It is for him to have those larger 
viewpoints which arise not from an obliteration of 
mutual interests, claims, and duties, but from a deep 
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consciousness of the intrinsic value of these view- 
points and duties. And so I will state as a second aim 
of the child-welfare propaganda the securing of 
broader policies through education. 
Ill 

And what are our aims in child-health promotion 
for the public? Again we may attempt a simple 
straightforward formulation. Our final aim is that 
which calls for a crusade of such magnitude that only 
a strong nation with strong resources and strong action 
can cope with it. We need not be afraid of the difficul- 
ties implied in programs financed through government 
relief. Just as the health officers and the private phy- 
sicians have by mutual understanding defined their re- 
spective problems and are well on the way toward a 
permanent and seemingly peaceful solution, so, too, 
there must be some way through which the difficulties 
between the advocates of personal liberty and of gov- 
ernment responsibility, the advocates of state as op- 
posed to federal duty, and the adherents of private as 
opposed to official agencies in the matter of health 
care of the children, can adjust their differences. Let 
us stress again, on the one hand, the thought that we 
are confronted not by a theory but by a situation; 
but, on the other hand, let us not forget that merely 
pragmatic programs which ignore underlying principles 
can never hope to lay claim to the dignity and the 
effectiveness of a permanent solution. I am not in 
favor of ignoring the need which confronts us, but 
neither am I in favor of meeting that need by dis- 
regarding completely the manner in which that need 
is supplied. If a local problem has become so large 
that it requires state aid, then let the state aid, with- 
out, however, removing from the smaller unit the re- 
sponsibility which that unit must, according to all 
sound principles of government, keep as its own; and, 
if the state problem has become so large, that it re- 
quires federal assistance, then, by all means, let that 
federal assistance be given, without, however, remov- 
ing from the state the obligation implied in its sover- 
eignity. Here, too, the theoretical principle of indi- 
viduation which we have previously discussed finds a 
large and a most attractive application. Here, too, 
the fundamental principles of organization find a most 
gratifying field, for organization does not mean, I wish 
to stress again, the destruction of differences and the 
standardized identification of effort, but it means the 
fullest utilization of those diverse capacities and pow- 
ers which can be so unified as to do each its own 
specialized work. The public is chiefly interested in 
having healthy children — healthy in every sense of 
the word — physically, psychologically, and morally. 
The public is interested in happy children. And when 
we approach the problem of happiness we approach a 
tremendously deep question of moral values. It must 
always be borne in mind that such values cannot be 
created by the creation of mere temporal physical 
opportunities. In fact, if history is really a prophecy 
of the future, then history tells us that the creation of 
opportunities all too frequently leads to the deprecia- 
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often said, the ratio between actual needs and the 
supply of opportunities for more needs, then the larger 
our denominator is the smaller will be our happiness. 
The social worker has well realized all this when she 
insists that the responsibilities for a relief program 
must never be taken entirely out of the hands of those 
who are legally and morally responsible. If we carry 
this same thought into the subject of our discussion 
at this moment, we cannot but see that in the substi- 
tution of local authority by state authority, and in the 
substitution of state authority by federal authority we 
will fail in our ambitions, unless a careful estimate 
of relative responsibilities is broadly and consistently 
kept in mind in our relief endeavors. 

And so, in summarizing this section, let me say that 
the aim in a child-welfare promotion, insofar as it 
affects the public, is the establishment of that delicate 
balance among the various responsibilities implied so 
that there will result a maximum relief with the safe- 
guarding of responsibility. 


The Transmission of 


to Social 
Goronwy O. 


HE official pronouncements now in evidence on 
the confidential relations of doctor and patient 
were mostly formulated a number of years ago. 
Development of organized social workers into a pro- 
fessional group had not reached its present stage of 
perfection. I have nowhere found an official pronounce- 
ment from the medical and legal professions directly 
bearing on the ethical principles covering the transfer 
of information between these professional groups and 
the social-service profession. 

The earliest definite formulation of the principles 
of medical ethics has come down to us from the 
Grecian school of medicine in the so-called Oath of 
Hippocrates. The following quotation is of import- 
ance in this discussion: 

“Whatever in connection with my professional prac- 
tice, or not in connection with it, I may see or hear 
in the lives of men which ought not to be spoken 
abroad, I will not divulge, as reckoning that all such 
should be kept secret.” 

The Principles of Medical Ethics of the American 
Medical Association as adopted by the House of Dele- 
gates at Atlantic City, New Jersey, June 4, 1912, 
states that, “The confidences concerning individual or 
domestic life intrusted by a patient to a physician and 
the defects of disposition or flaws of character observed 
in patients during medical attendance should be held 
as a trust and should never be revealed except when 
imperatively required by the laws of the state. There 
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It was a moment that will live in the memory of all 
when at the close of the Child Welfare Conference Miss 
Abbott said, “May I suggest before we adjourn that 
instead of moving a perfunctory vote of thanks to the 
President, the Chairman take to the President the 
pledge of all of us that from this day forward we will 
work harder and more intelligently for the health and 
protection of children. I ask all those who are willing 
to take this pledge to rise.”” And the members of the 
Conference, as if actuated by one thought and one 
desire and one ambition, rose in endorsement of Miss 
Abbott’s pledge. And so, too, let me say to this State 
Conference that its work will be successful, its en- 
deavors effective, and its program practical, only inso- 
far as its deliberations for the health and protection 
of children are carried on with an intelligent regard 
for those many interests which are concerned in this 
particular meeting of the Missouri Section of the 
American Public Health Association — interests which 
are dear to the heart of every mother, father, and 
child in Missouri. 


Medical Information 


Agencies 
Broun, M. D. 


are occasions, however, when a physician musi deter- 
mine whether or not his duty to society requires him 
to take definite action to protect a healthy individual 
from becoming infected, because the physician has 
knowledge, obtained through the confidences intrusted 
to him as a physician of a communicable disease to 
which the healthy individual is about to be exposed. 
In such a case the physician should act as he would 
desire another to act toward one of his own family 
under like circumstances. Before he determines his 
course, the physician should know the civil law of his 
commonwealth concerning privileged communications.” 

Included in the foregoing quotation is a recognition 
of the fact that the confidential relation of doctor to 
patient must not prevent the proper protection of 
healthy individuals from communicable diseases. As 
already noted there is no reference to the relations of 
physicians and social-service workers. Since these prin- 
ciples were formulated in 1912, this is not surprising. 

The legal profession has thrown the mantle of pro- 
tection around the patient with equal directness as has 
the medical. A physician revealing confidential medi- 
cal information can be penalized, unless it be given 
with the written consent of the patient. Without the 
patient’s consent, if no crime is involved, the physician 
has no right to divulge confidential information even 
in court when called as a witness. The patient’s signa- 
ture should be witnessed by a notary to make the 
permit absolutely safe from the legal point of view. 
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So it would seem that transfer of confidential medi- 
cal information has no legal justification unless the 
patient’s consent is secured. I believe the medical 
agency giving information should have the patient’s 
permission in every instance té comply with the legal 
requirements. With this consent secured no violation 
of law is involved, and the rights of both the patient 
and medical agency are fully protected. 

The state, in order to guard the community against 
the spread of communicable disease has decreed that 
certain diseases must be reported to public health 
authorities. This must be done whether the patient 
wishes it or not. This principle is recognized by the 
American Medical Association as already noted. Yet 
even in the field of disease prevention, wide conces- 
sions have been made to the patient’s interest in the 
methods of reporting venereal diseases. The feeling of 
the medical profession in this regard is strongly mani- 
fested in that even protected reports of venereal- 
disease cases are seldom regularly given. So true is 
this that the Public Health Service has been forced 
to make special surveys in order to secure venereal- 
disease prevalence statistics. 

The urgent need of social agencies for medical in- 
formation to aid them in the care of their clients has 
raised a problem in regard to the relations of the medi- 
cal and the social-service professions. The social 
worker realizes keenly the intimate relationships be- 
tween medical ills and social ills. It appears necessary 
that a certain amount of medical information be at the 
disposal of the social worker in order that proper social 
treatment may be instituted. Consequently, in many 
social cases an effort is made to secure this basic medi- 
cal information. Occasionally it is sought from private 
physicians. However, most cases seeking the aid of a 
social agency are not in a position to secure the service 
of a private physician. Out-patient clinics, both muni- 
cipal and private, are the main source of information, 
supplemented by information from the accompanying 
hospital in some instances. So the problem in its most 
acute phase relates to communication of medical in- 
formation between out-patient clinics and _ social 
agencies. While the individual physician is here some- 
what submerged in the clinic staff, it would appear 
that the ethical relationship between physician and 
patient should be preserved. This would mean that the 
patient should be fully aware of the fact when an 
outside social agency is allowed to share the confi- 
dential information obtained by the physician. 

If I interpret correctly the attitude of the social 
workers they contend that because they are a profes- 
sional group they should be entitled to as much con- 
fidence as other professions. Hence they feel that they 
should be intrusted with the medical information 
needed for the proper treatment of social cases. Much 
justice would seem to lie in this view. As a result 
of social investigation the social worker is certainly 
the recipient of information of equal import to the 
patient as is the medical information secured by the 
physician. Hence, it is only extending somewhat the 
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trust already imposed in the social worker to add 
medical information to the body of knowledge con- 
cerning the patient. 

In actual practice in the city of Saint Louis, medi- 
cal information has been rather freely given and wide- 
ly disseminated among the numerous agencies engaged 
in social work. The method of giving out this informa- 
tion has not been formulated into any definite medical 
or legal policy. It is only very rarely that serious diffi- 
culties have arisen. But that difficulty can arise is also 
frankly to be admitted. 

Misgivings frequently expressed by the medical pro- 
fession on this subject relate particularly to the fact 
that once the policy is adopted of supplying informa- 
tion to social agencies the very multiplicity of these 
agencies means a possible widespread knowledge of 
the medical ills of an individual throughout the com- 
munity. They feel that such a situation may militate 
against a patient’s best interests. Yet it is impossible 
to say where the information should be given and 
where not given, since, after all, the danger lies not in 
the agency, but in the individuals handling the in- 
formation. 

After all, the prime object of the medical profession 
is the care of the patient. Physicians should, therefore, 
feel the necessity of furthering the welfare of the in- 
dividual by every possible means. Social service has 
largely been developed because of a need to find some 
way of completing the work begun by medical agencies 
in the service of sick individuals. Hence, if the medi- 
cal profession is made to realize that the work of social 
agencies is entirely for the good of the patient, and 
particularly that the members of the social-service pro- 
fession will handle medical information with due dis- 
cretion — the conclusion will inevitably be that some 
practical way for the dissemination of essential infor- 
mation must be found. This information should not be 
given without the full knowledge and consent of the 
patient. It may be argued that such consent is wrung 
from the patient under stress of his great need. The 
members of the social-service profession must carry on 
their activities in such a way that the patient in every 
instance feels that the information transmitted is used 
only for the furtherance of his own best interests. 
That this is practically always the case has been my 
personal experience. 

The following principles are proposed as a tentative 
solution of the practical aspects of the problem. 

1. The medical record of the patient is the joint 
property of the clinic and the patient. Actual inspec- 
tion of the record by an outside agency should not be 
allowed except on court order — obtained with the 
patient’s consent. 

2. The official social-service department of the dis- 
pensary or hospital which is treating the patient should 
be allowed access to the medical records for their own 
guidance in handling cases and for the preparation of 
reports to other agencies. 

3. On request of a recognized social agency the 
social-service department of the examining dispensary 
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may, after securing the consent of the patient, send a 
written summary of the medical findings and advice 
to that agency. The information transmitted should 
only include those points of importance in the social 
handling of the case. It would appear that for the full 
protection of the dispensary the patient’s permission 
for such transmissal of information should be secured 
in writing, and the signature witnessed. 

4. The agencies receiving information should allow 
it to be disseminated only among social workers of 
ethical and professional standing who can be relied 
upon to allow it to go no further than is necessary for 
the proper handling of the case. 


T. Vincent’s Hospital 
S in New York City 

has always been noted 
for the friendly spirit of its 
service and for the excel- 
lence of its medical care. 
Its record is a long and 
honorable one. First estab- 
lished in 1850, new build- 
ings have been added from . 
time to time, to meet its 
growing needs, until now it 
has reached a capacity of 
370 beds. 

For many years the out- 
patient work has _ been 
handicapped by lack of 
space and diagnostic facil- 
ities, so that the hospital 
has not been able to give 
the quality of care for 
which it stands to as many 
of the walking sick poor in 
its district as would other- 
wise have been the case. 
In 1930 it was decided to 
erect a new building which 
would not only provide better quarters for the dis- 
pensary but also a convent for the Sisters of Charity 
of St. Vincent, who administer the hospital. 

This decision reached its fruition when, on October 
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St. Vincent’s New Out-Patient Department 
Sister M. Felicite, R.N. and Charles F. Neergaard 





ST. VINCENT’S HOSPITAL DISPENSARY, NEW YORK CITY 
SEVENTH AVENUE ENTRANCE 





5, 1931, the new addition was dedicated and blessed 
by His Eminence, Patrick Cardinal Hayes, in the pres- 
ence of a distinguished gathering of churchmen, phy- 
sicians, and friends of the hospital. The building, 
which is six stories high, fills in the space on Seventh 
Avenue between the administration unit on Eleventh 
Street and the private pavilion on Twelfth Street. The 
architects have done a very interesting piece of work. 
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5. Particular care must be exercised regarding the 
dissimination of information regarding venereal dis- 
ease and neuro-psychiatric conditions. 

6. A definite code of ethics covering the handling 
of confidential information should be at the disposal of 
the sociological profession. 

7. The ethical questions involved in the handling of 
medical information by social agencies should be 
stressed in the training of social workers. 

8. Organizations of social workers should raise this 
question with the medical and bar associations, so that 
a definite program with medical and legal approval 
can be formulated. 





The convent quarters and 
the dispensary, which occu- 
pies the first two floors, are 
entirely separated, with 
different stairways, eleva- 
tors, etc. The entrance to 
the dispensary, which faces 
Seventh Avenue, is very 
effective—of black and 
silver, slightly modernistic 
in treatment. It leads di- 
rectly into the impressive 
first-floor lobby and wait- 
ing room, finished in green 


- marble with groups of 
heavily fluted columns. 
Light green has _ been 


adopted as the clinic color. 
The walls throughout have 
a high tile wainscot of this 
shade and it has been car- 
ried out in the furniture 
and fittings, down to the 
smallest detail, giving a 
most harmonious effect. 
The two clinic floors, which 
have a total area of about 
9,000 square feet, are connected by their own elevator 
as well as an inclosed marble stair. 

On the first floor, in addition to the administration 
quarters, space is assigned to the pharmacy, dental, 
ear, nose and throat, eye, and compensation clinics, as 
well as an active emergency department, which func- 
tions 24 hours a day. On the second floor, which con- 
nects directly through to the hospital, are the medical 
and surgical departments, gynecology, urology, and 
orthopedics, and a particularly well-equipped depart- 
ment for X-ray and physical therapy. There is also a 
laboratory where all routine work for the clinic is 
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handled. The smaller clinics are so staggered as to use 
the same space at different hours. 





Out-Patient Organization 


Sister M. Felicite, the directress of the hospital, de- 
termined that the clinic organization should be mod- 
ern in every respect—consistent with the beautiful 
new quarters in which it would be housed. A suc- 
cessful modern out-patient department is predicated 
on certain well-established principles: 


From the patient’s standpoint : 
A friendly, courteous reception. 
Prompt admission to the clinic and absénce 
of crowding. 
And, last but not least, skillful medical treat- 
ment by the same doctor at each visit. 


From the staff’s standpoint : 
Plenty of interesting clinical material. 
Adequate technical and clerical assistance to 
relieve the doctor of nonmedical duties. 
Clinic management which will insure the re- 
turn of the same cases to the same physi- 
cian. 
Social service to furnish the essential family 
background, social help and follow-up. 
Control of admissions to avoid undue pres- 
sure in the clinic. 
Convenient laboratory and X-ray services. 
Convenient arrangements for consultations. 
Active interest on the part of the senior 
visiting staff with regular visits to the 
clinié to assist in the diagnosis of obscure 
cases. 
Hospital privileges for the care of private 
patients in private and semiprivate beds. 
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An opportunity to follow up clinical cases in the wards 
of the hospital and for aftercare when the patient has 


been discharged. 
Adequate medical records interlocking between the wards 


and clinic. 
The inclusion of dispensary problems in staff conferences. 
The opportunity to instruct interns in diagnosis and 
treatment of ambulatory sickness and disease preven- 


tion. 


Medical services both for the cure and prevention of dis- 
ease, available to the individual applicant or those re- 
ferred by welfare and other agencies. 

The scope of the service planned to meet the definite 


needs of the district. 

Diagnosis and treatment services to the clients of non- 
medical agencies of the locality. 

Facilities to the physicians of the neighborhood for the 
diagnosis of referred patients through a diagnostic 
clinic. 

Preventive health examinations for individuals and for 
employees of local industr:es. 

It was Sister Felicite’s particular concern to insure 
every administrative and clinical service so that mem- 
bers of the professional: staff, relieved of nonmedical 
details, would be able to devote all their time to the 
study and treatment of the patient. The aim was to 
make the work in the clinic a thing of interest rather 
than drudgery, so that prompt and regular attendance 
on the part of the clinicians would be encouraged. 
The chief of staff as well as the doctors working in the 
clinic were thoroughly in sympathy with this program. 


Reducing Costs 
It was considered exceedingly important that every 
effort should be made to utilize the facilities of the 
out-patient department to reduce the length of the 
patient’s stay in the ward beds, in order that every 
bed could take care of as many cases as possible dur- 
ing the year. This meant working up cases thoroughly 
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in the dispensary before their admission to the hos- 
pital, thus shortening their time in bed at one end, 
and discharging them promptly from the wards for 
aftercare in the clinic, thus shortening it at the other. 
Such a plan would in effect make the out-patient de- 
partment the admitting and discharging service for 
the wards. 

St. Vincent’s was facing the necessity of preparing 
to meet a heavily increased load in both wards and 
clinic because the New York Hospital, located only a 
few blocks distant, would soon move out of the district 
to its new quarters in the New York Cornell Medical 
Center on the Upper East Side. To determine how 
much additional burden this would throw on St. Vin- 
cent’s facilities, and what it should otherwise plan for 
in its new quarters a survey was made by the writer 
which brought out a number of rather interesting side 
lights on the clinic’s place in the hospital picture. To 
ascertain what should be the relation of out-patient to 
ward service, in terms of volume, figures were assem- 
bled from six hospitals in New York City fairly com- 
parable in size and character to St. Vincent’s. Their 
average bed capacity, including ward, semiprivate and 
private, was 413. The average daily census in the 


wards alone was 239 patients, and the average daily 
attendance in the dispensary, drawn from the same 
community group which filled the ward beds, was 495. 
This meant that two patients visited the clinics of 
these hospitals daily to every one who was occupying 
a ward bed. In contrast to this, St. Vincent’s caring 
for an average of 205 ward patients daily, was treating 
only 111 a day in its clinic, or doing less than one 
quarter as much clinic work, in proportion to the vol- 
ume of ward cases, as the other six hospitals. Another 
significant fact came to light. In the other hospitals 
ward patients spent an average of 12.9 days in the 
beds while at St. Vincent’s 15 days was the average. 
Thus St. Vincent’s was giving over two additional 
days’ treatment to each ward patient, at a cost to the 
hospital of $10 a patient, or a total expense for 1930 
of some $52,000. The deduction seemed warranted that 
this longer bed stay was due to the fact that it had not 
been possible to carry through adequate preliminary 
work and follow-up care in the out-patient depart- 
ment. 
New Clinics Established 

In the past St. Vincent’s had been conducting nine 

clinics with five additional special departments of a 
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clinic nature. The hospitals with which the compari- 
son was made ran from 20 to 28 separate clinics, which 
suggested that St. Vincent’s might well broaden the 
scope of its work. Its pediatric, urological, and dental 
departments, normally very popular, had always been 
small and provision was made to enlarge them. Other 
clinics, never before operated, such as diabetic, car- 
diac, tuberculosis, luetic, neuro-psychiatric, rectal, and 
orthopedic, were to be undertaken. Based on the ex- 
perience of the other hospitals, St. Vincent’s might 
well anticipate an attendance of 400 a day or 120,000 
visits a year, when the new organization was properly 
built up and the broader service available. Plans were 
made for taking care of 200 patients a day at the start, 
which seemed a conservative expansion for the first 
year, from its previous average attendance of 111. 

As a basis for formulating the organization some 
further interesting facts were assembled from the ex- 
perience of other hospitals and clinics, particularly in 
the matter of receiving and distributing large groups 
of patients. It was found that an average of 85 seats 
were provided for each 100 patients visiting the clinic 
during the day. In some clinics this was not enough 
and many patients had to stand; in others, where 
modern methods and appointment systems were in ef- 
fect, it proved ample. Seats are always required for 
more than the actual number of people admitted. 
Many apply for treatment who, for one reason or an- 
other, are not eligible. In some clinics nonadmissions 
have been found to run as high as 40 per cent of the 
total; often one or more relatives or friends accom- 
pany a patient. Another study was made of the floor 
space required properly to handle a given number of 
patients. An analysis of the plans of several clinics 
indicated an allowance of floor space equivalent to 22 
square feet for each patient attending during the 
course of the day. Of the total net area 
(omitting halls, passages, stairs, elevator) 
40 per cent was found to be devoted to 
administration and 60 per cent to treat- 
ment. Here again the proper planning of 
the building and proper organization and 
management of the clinic materially affected 
the results. It was very interesting to note 
how much work could be done in a small 
space, if the plan was sound and the clinic 
well run. 


System of Clerical Work 


To make the work more interesting to the 
professional staff the aim was to relieve 
them of all unnecessary clerical work, and 
free them from undue pressure by regu- 
lating the attendance through an appoint- 
ment system; continuity of treatment of 
patients by the same doctor was assured in 
the same way ; routine laboratory and other 
tests were to be made before the doctor saw 
the patient; a unit history system was in- 
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stalled, whereby all information pertaining to one pa- 
tient was to be kept together in a file, no matter how 
many clinics he might visit. When a patient was trans- 
ferred from the clinic to the hospital a summary of his 
record was to be sent to the hospital history room, and 
similarly, when a patient was discharged from the hos- 
pital, and referred to the clinic for aftercare a sum- 
mary of his hospital history was to be incorporated in 
his clinic file—the work of the clinic was distributed 
between morning and afternoon sessions, at hours con- 
venient for the staff. The whole aim was to accomplish 
these ends with a simple system, free from red tape, 
which would not require a highly trained personnel for 
its operation. 

On a given day, after the new building had been in 
use a short time, the system was put into effect. Cer- 
tain details of the plan may be.of interest. At the 
start all patients coming to the clinic, new and old 
alike, were treated as new cases, and re-registered on 
a form which included a more comprehensive social 
history than previously used. Histories were numbered 
consecutively from that day on, and filed in the cen- 
tral clinic history room. The experience of a patient at 
the dispensary is as follows: If an old patient, coming 
with an appointment, he pays the cashier and proceeds 
directly to his department. A new patient, as he enters 
the door, is greeted by an usher who gives him a se- 
quence number and directs him to the registrar in his 
turn. She secures the necessary social and economic 
information and if any special question arises, refers 
him to the social-service department, which has always 
been active in the clinic. If eligible for admission he 
goes to the appointment desk, located close by in the 
main lobby, where he is given an appointment for the 
department for which he is destined. Based on studies 
made at Cornell Clinic the number of patients that a 
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doctor can see in a clinic 
session was determined. 
This varies, of course, in 
different clinics — in medi- 
cine, for instance, 35 min- 
utes are allowed for a new 
case and 15 for a revisit. 
The appointment clerk 
knows how many patients, 
new and old, should be ad- 
mitted to each department 
each day. When this quota 
has been reached, she 
makes no more appoint- 
ments for that day but 
gives an advance appoint- 
ment for a future date. If 
the patient can be seen 
during the session he goes 
to the cashier, pays his fee 
or shows from his card that 
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the registrar has rated his 
as free, gets a cash-register 
receipt and goes to his department. This receipt 
must be shown before he is admitted to the doctor. 
After he has been examined he is given an appoint- 
ment for his next visit, so scheduled that, coming at 
a specified hour, he will not have long to wait and will 
find the same physician on duty. 

In the busiest clinic, such as medicine and surgery, 
it has been found desirable to have a full-time worker 
fill the important ,position of clinic executive. She 
takes charge of appointments and the rest of the clinic 
routine, keeping the doctors supplied with patients, 
sending them in in the right order to the right man, 
making sure that all histories are ready, and, in gen- 
eral, acting as office secretary to the medical staff. 
Some of the secretarial work is done by a group of 
volunteers from the women’s auxiliary, many of whom 
have long been rendering valuable service in the dis- 
pensary. In the smaller clinics, such as the medical 
specialties, more and more of which are being organ- 
ized as groups of patients are sorted out from general 
medicine, volunteers fill the posts of clinic executives. 

On any one day about two thirds of the total visits 
are old patients coming back by appointment. To ex- 
pedite the delivery of histories from the central record 
room, duplicates of the appointments for the day are 
sent there in advance, so that all histories of old pa- 
tients. reach the department before the clinic session 
and are arranged in piles according to the doctors in 
charge of the cases. The histories for new patients are 
sent up as soon as the appointment slips, made out at 
the appointment desk, are referred to the history 
room. New cases are assigned to the physician having 
the fewest revisits, to equalize the load. 

Special Cash Register 

A special form of statistical cash register was de- 
signed for St. Vincent’s clinic. It provides for the as- 
sembling of the essential information with a minimum 
of labor. For each transaction the cashier presses a 





number of keys: one gives the identifying number of 
the clinic to be visited, another indicates whether the 
case is new or a revisit, and whether the patient pays 
or is admitted free ; another key shows that the collec- 
tion is for a special fee. In each case the amount of 
money received is rung up. This means that for the 
average admission four keys are used, and never more 
than six. The entire procedure takes only a few sec- 
onds and half a dozen or more patients can be handled 
in a minute. At the end of the clinic session the cash- 
register tape tells an interesting story of the day’s 
work. The number of transactions and the receipts 
are automatically totaled and it is a task of only some 
15 minutes to take off the other useful figures, the 
number of new cases and revisits, in all and for each 
department, the number of pay and free cases, the re- 
ceipts for each department, etc. It is significant that 
following the installation of the cash register and a 
more thorough investigation by the registrar, the aver- 
age receipts per patient have more than doubled. 

The direction of the clinic is in charge of Sister 
Edward Mary, in whose hands are all the manifold 
threads of its operation. All unusual problems are re- 
ferred to her and she is in constant touch with every- 
one, from the chief of the medical staff to the order- 
lies. For an average attendance of 200 a day the fol- 
lowing personnel is needed: 25 doctors each day; 10 
nurses ; an X-ray and a laboratory technician ; a phar- 
macist ; 10 in the admission, appointment, and history 
departments; 4 full-time clinic executives and 5 or 6 
volunteers, a total, aside from the medical staff, of 
about 33 people. 

To the friendly and personal service for which St. 
Vincent’s has always been famous has been added a 
smooth-running, efficient clinic administration, conserv- 
ing the doctors’ and the patients’ time, all contributing 
to better medical care. In its splendid new quarters 
St. Vincent’s Dispensary is doing a wonderful work. 
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Constitution and By-Laws 


of 
The Illinois Conference 
Article I. Name 


The name of this body shall be the Illinois Conference of 
the Catholic Hospital Association of the United States and 
Canada. 

Article II. Plan 

The Conference shall be a component part of the Catholic 
Hospital Association and subject at all times to its general 
plan of organization and in order to be eligible for member- 
ship in the Illinois Conference of the Catholic Hospital Asso- 
ciation, the Hospital must be a member in good standing of 
the Catholic Hospital Association. 

Article III. Purpose 

The purpose of this Conference is to bring the Catholic 
hospitals of Illinois together at its annual meeting for the 
discussion: (a) of general topics for the instruction of its 
members in the theoretical and practical principles and pro- 
cedure involved in the management of a modern Catholic 
hospital; (b) of the specific subjects which concern the tech- 
nical management of present-day hospitals in all the details 
of each department; (c).of the special laws and regulations 
and decisions or decrees emanating from all legal authorities 
such as the legislature, the courts, and various state boards 
and committees which have under their charge the regulation 
of medical schools, nurses’ training, and all other public and 
private health measures in any way connected with hospital 
service; (d) of financial, and industrial, and insurance ques- 
tions which grow out of the laws and enactments of the civil 
authorities of state and city. 

Article IV. Organization 

There shall be a President, First Vice-President, Second 
Vice-President, Third Vice-President, Secretary and Treasur- 
er. These offices shall be held by Sisters elected at the yearly 
meeting of the Conferences. 

There shall be an Executive Board to be made up of the 
six officers and one or more members not to exceed five. 

Article V. Place of Meeting 

The Executive Committee shall decide on the place where 
the annual meeting shall be held either with or without a 
vote of the Conference as the Conference may decide at its 
final business meeting of the annual convention. 

Article VI. District Conferences 


It shall be left to the discretion of the Executive Commit- 
tee to designfte not less than three hospitals as district con- 
ferences. The purpose of these conferences shall be the discus- 
sion in intimate detail of hospital problems which concern the 
individual groups. 
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I. Election. The elections shall take place annually at the 
time of the regular meetings of the Conference from a list 
presented by the nominating committee and from the nomi- 
nees brought forward in open meeting. 

II. Functions of Officers and Executive Committee. It shall 
be the function of the President to preside at all meetings 
and she shall have general executive authority for the con- 
duct of the Conference. 

The Vice-Presidents in order of their election (first, second, 
third) shall act in the place of the President in her absence 
or inability for any cause. It shall be within the authority of 
the President or any one of the Vice-Presidents called upon 
to preside at the meetings to appoint a substitute presiding 
officer from among the members of the Conference. 

The Secretary shall keep all minutes and records of the 
meeting and perform whatever-other duties are usual for a 
Secretary and she shall keep these minutes and records in a 
book provided for that purpose. 

The Treasurer shall hold all funds of the Conference and 
make all expenditures by voucher checks signed by the Presi- 
dent and Secretary. 

The Executive Committee shall have general charge of the 
Conference and shall shape its policy and procedure. This 
Executive Committee shall meet at least once a year either 
before or after the annual meeting of the conference and as 
often as a meeting may be called by the President or any 
other two members of the Committee, acting through the 
Secretary. 

III. Dues. The dues shall be two dollars ($2) a year. Any 
other dues payable to the Conference will be such as are im- 
posed by the Conference or for any other purpose the Con- 
ference may deem it proper to undertake. 

IV. Committees. It shall shall be left to the discretion of 
the Executive Committee to appoint whatever committees it 
may deem necessary for the conduct of the affairs of the 
Conference. 

The following standing committee shall be appointed at 
each annual meeting: 

1. Committee on information as to methods and progress 

in hospital work. 

2. Committee on existing laws affecting hospitals and all 
proposed and pending legislation or sanitary regula- 
tions. 

3. Committee on codperation with other hospitals or char- 
itable organizations. 

4. Committee on constitution and by-laws. 

V. Any article of this constitution and by-laws may be 
changed at the regular annual meeting by a vote of a two- 
thirds majority of those present, provided notice of such 
change has been sent to all members six months previous to 
the meetings; or by unanimous vote of those present. 

VI. In all their deliberations the state and district confer- 
ences shall be governed by Robert’s Rules of Order. 

Resolutions 
Illinois Conference, C. H. A. 
Peoria, Illinois, May 4-5, 1932 

Be It Resolved, That the Illinois Conference of the Cath- 
clic Hospital Association in convention assembled at Peoria. 
Illinois, express by a vote of thanks their deep gratitude to 
the following: 
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His Excellency the Most Reverend Joseph T. Schlarman, 
Bishop of the diocese of Peoria, who by his fatherly words of 
encouragement and his Episcopal blessing made so auspicious 
the opening of our convention. 

The Right Reverend Monsignor Gerald Bergan, rector of 
the Cathedral, the Reverend T. E. Shea, Chancellor of the 
diocese of Peoria, and the Franciscan Fathers of Sacred 
Heart Parish for their gracious assistance in caring for the 
spiritual needs of our convention. 

The Reverend Mother Cunegunda, O.S.F., Mother General 
of the Sisters of the Third Order of St. Francis and the Sis- 
ters of St. Francis Hospital for their gracious welcome and 
kindly hospitality during the convention. 

Mr. H. Edgar Gregory, Manager of the Pere Marquette 
Hotel, and Mr. M. J. Finn, Manager of the Convention De- 
partment, who have left nothing undone in their efficient 
management of the details of the convention. ‘ 

Mr. O. P. Westervelt, President of the Association of Com- 
merce, for his warm words of welcome, and Mr. Richard B. 
Bradley and the Association of Commerce for the courtesy 
rendered in furnishing transportation for the sight-seeing 
tour. 

The Press of Peoria for their courteous management of the 
publicity given the convention in the daily papers. 

The Reverend Alphonse M. Schwitalla, S.J., President of 
the Catholic Hospital Association of the United States and 
Canada, and the Reverend P. J. Mahan, S.J.. President of 
Creighton University and former Director of the Illinois 
Conference, for their deep and abiding interest in our con- 
ference so graciously manifested by their presence during the 
days of convention. 

The Reverend Terrence Ahearn, S.J., Director of the Illi- 
nois Conference, the Reverend Frederick Seindenburg, S.J., 
Dean of the School of Sociology of Loyola University, Chi- 
cago, the Reverend John W. Barrett, Director of Hospitals of 
the Archdiocese of Chicago and Dr. Louis D. Moorhead, 
K.S.G., Dean of the School of Medicine of Loyola University 
of Chicago whose generous assistance has contributed so 
much to the success of the convention. 

The doctors and nurses who by their excellently prepared 
papers have offered to the convention a program at once in- 
teresting and instructive. 

Finally, all of those who by their presence and interest in 
our deliberations have stimulated the Illinois Conference to 
still greater future activity and work in the cause of the 
Catholic Hospital. 

Respectfully submitted, 

THE RESOLUTION COMMITTEE, 

Rev. John J. Barrett, Chairman 
Rev. Sister M. Evarista, B.S., R.N., 
(St. Anthony’s Hospital, Rockford, Ill.) 
Rev. Sister M. Priscilla, B.S., R.N., 
(St. Joseph’s Hospital, Joliet, Il.) 
Activities in May 

The students of Saint Louis University School of Nursing, 
St. Mary’s Hospital, had a procession to honor the Blessed 
Virgin at the opening of the month of May. It was held on 
Sunday, May 1, and was sponsored by the school Sodality. 
The students wore the school uniform, with cape, and carried 
red vigil lights covered with blue and white paper shades. 
Four little girls strewed flowers, while another little one car- 
ried a pillow upon which rested the crown of bridal wreath. 

Starting on the first floor of the hospital, the procession 
filed through the grounds. A shrine had been prepared to 
the rear of the building, and when this spot was reached, the 
students gathered around the statue of the Blessed Virgin. 
Hymns were sung during the march through the grounds. At 
the shrine the litany of the Blessed Virgin was said and an 
act of consecration read by the entire student body. Miss 
Dorothy Quigley, prefect of the Sodality, crowned the Blessed 
Mother. Rev. J. Rogers Lyons, S.J., conducted the ceremonies. 
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On the Rogation Days, May 2, 3, and 4, the Sisters of St. 
Mary marched in double file through the spacious grounds at 
the rear of their convent chanting the litany of All Saints for 
a blessing on the crops. At 5:25 a.m., to the surprise of the 
birds and the neighbors, the procession and the chanting 
began. The cross-bearer led, followed by the postulants, 
novices, Sisters, acolytes, and the motherhouse chaplain, Rev. 
Leo J. Steck. 

On Mother’s Day at eventide, the Sisters of St. Mary 
assembled in their motherhouse chapel. Each Sister carried a 
vigil light covered with a paper shade, resembling a flower. 
One privileged postulant bore the banner of the Immaculate 
Conception. Some carried baskets of flowers and others, sin- 
gle lilies. Sweet hymns to our Blessed Mother were sung as 
they filed from the chapel, down the winding paths through 
the grove of oak trees to the shrine of Mary. The moon was 
veiled by a cloud, but the statue was beautifully illumined 
by rose colored lights which surrounded it. On either side 
of the long, wide stone steps stood the postulants and novices; 
down in the sunken garden were the Professed. At the words, 
“O Mary, we crown thee with blossoms today, Queen of the 
Angels, Queen of the May,” a Novice crowned our Blessed 
Mother with a wreath of tiny white blossoms. Those carrying 
lilies placed them in vases at her feet, and they who had 
baskets of flowers strewed the petals on the steps of the 
shrine. Then the consecration to Mary was recited aloud by all. 


Hospital Ownership Changes 


Misericordia General Hospital, Ottawa, Ont., Canada, which 
has been owned and opereated by the Sisters of Misericorde 
whose motherhouse is at 12435 rue Sainte Croix, Cartierville, 
P. Que., has been sold. The new owners are the Sisters of 
Charity, Grey Nuns of the Cross, who already have the Ot- 
tawa General Hospital. 

The Grey Nuns have purchased Misericordia Hospital for 
$385,000 with the intention of closing it as a general hospital 
and converting it into a hospital or home for incurables. It 
has been reported also that the créche conducted in connec- 
tion with Misericordia Hospital will be discontinued. 

The 25 Sisters of Misericorde with their superior, Sister 
Mary of Mercy, will leave Ottawa for the motherhouse of 
their order at Cartierville, a suburb of Montreal, Quebec. 
The negotiations were carried on between Rev. Sister St. 
Aime, mother-general of the Sisters of Misericorde of Car- 
tierville, and Rev. Sister Bruno, mother-general of the Grey 
Nuns at Ottawa. 

Misericordia Hospital is a fireproof structure with a normal 
capacity of 125 beds. The Sisters of Misericorde were in Ot- 
tawa before the beginning of the twentieth century. 


A. H. A. Convention 


The thirty-fourth annual conference of the American Hos- 
pital Association will be held in Detroit, September 12-16. 
In announcing the meeting, Mr. Paul H. Fesler, president of 
the Association, points out some of the many problems of 
hospital administration, which are due to the present eco- 
nomic crisis, and urges a large attendance for the discussion 
of these problems. 

Among the topics to be discussed at the Detroit meeting 
are: Means of increasing bed occupancy and earnings; the 
hospitals’ part in the program of the Committee on the Costs 
of Medical Care; the hospitals’ part in the program of the 
White House Conference on Child Welfare; the use of 
civilian hospitals for disabled veterans; hospitals and the 
education and training of nurses; hospital insurance for com- 
munities; hospital legislation; workmen’s compensations, lien, 
automobile, and accident laws; reducing cost of hospital 
operation without impairing efficiency; economies in the pur- 
chase of supplies; financing capital indebtedness; securing 
public pay for care of indigent patients; hospital participa- 
tion for unemployment and other relief. 
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DR. E. E. EVANS DIES 

Dr. Edward E. Evans died at his home in La Crosse, Wis., 
on June 1, at the age of 72 years. 

Dr. Evans was a prominent member of the group who 
assisted Rev. Charles B. Moulinier, S.J., founder of the 
Catholic Hospital’ Association, in*the early days of the or- 
ganization. When HospiraL Procress made its first appear- 
ance in 1920, Dr. Evans was a member of the executive com- 
mittee of the editorial board and a regular contributor to 
the editorial columns of this journal. He was a tireless 
worker in the cause of hospital improvement and stand- 
ardization. 

Dr. Evans was born at Seaforth, Ontario, Canada, March 
7, 1860. He received his M.D. from McGill University, Mon- 
treal, as a gold medalist, in 1887. He began practice at Sea- 
forth, Ont., afterward locating in La Crosse, Wis., where he 














THE LATE DR. EDWARD E. EVANS 


became chief of the Evans Clinic and chief-of-staff of St. 
Francis Hospital. He was also a preceptor of the University 
of Wisconsin Medical School, and chairman of the city board 
of health and a member of the board of education of La 
Crosse. 

In 1918, Dr. Evans served as captain in the surgical de- 
partment of the American Red Cross in France. From 1902 
to 1914 he was a regent of the University of Wisconsin. 

He was a fellow of the American College of Surgeons, and 
of the American Medical Association, a member of the 
Western Surgical Society, the Alpha Mu Pi Omega, and of 
the Knights of Columbus. 

At one time, Dr. Evans was president of the Wisconsin 
Medical Society, and, for many years, president of this 
society’s council. He was the original sponsor of the educa- 
tional plan of the extension division of the University of 
Wisconsin, which holds clinics in various parts of the state 
to acquaint physicians with late developments in medicine. 
At the time of his death, he was a director in the Wisconsin 
Anti-Tuberculosis Association which position he had held for 
more than 20 years. 

Besides his widow, Dr. Evans leaves a family of five chil- 
dren, all of whom are doctors. A daughter died some years 
ago. The surviving children are: Drs. James and Jesse, La 
Crosse, Wis.; Drs. Edward T. and Arthur, Minneapolis, 
Minn. and Pr. Joseph, of Montreal. 

Retreat for Maids 


Those readers who were present at the Mid-Western States 
Conference last September will probably recall Rev. Mother 
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M. Concordia’s concern about the little that is done for the 
spiritual well-being of the maids in Catholic hospitals. Where- 
fore, the maids at St. Mary’s Hospital were relieved of all 
duties for three days, during which they made a retreat 
under the direction of Rev. Leo J. Steck. Owing to the 
splendid coéperation of the student and graduate nurses, the 
general routine suffered in no way from the three days’ ab- 
sence of the maids. 

Shortly after, St. Mary’s Infirmary held a retreat for their 
girls, and in both places the aftermath was most encourag- 
ing. Rev. Mother Concordia’s zeal for souls extended fur- 
ther; the workingmen at the hospital ought also to have the 
benefit of a retreat, and so a retreat was given them. The 
men, deeply in earnest, codperated far beyond the Sisters’ 
most sanguine expectations. Nor has their conversion been 
short-lived. This retreat, too, was conducted by Rev. Leo J. 
Steck. 
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Archbishop’s Address: 
His Excellency, the Most Reverend G. Forbes, D.D., Arch- 

bishop of Ottawa, Honorary Vice-President of the Ontario 

Conference of the C. H. A. . 

The Catholic Hospital (Sermon) : 

The Reverend W. P. Smith, Spiritual Director of the 
Ontario Conference of the C. H. A., Delegate to the Canadian 
Hospital Council, and Chaplain at St. Michael’s Hospital, 
Toronto. 

President’s Address (Ontario Conference) : 

Sister Madeleine of Jesus, R.N., S.G.C., President of the 
Ontario Conference of the C. H. A., School of Nursing, Ot- 
tawa General Hospital. 

Problems Common to Canadian Hospitals: 

G. Harvey Agnew, M.D., Director of Hospital Service, 
Canadian Medical Association and Secretary of the Canadian 
Hospital Council. 

Business Administration in Sister’s Hospitals: 

The Reverand G. Vereault, O.M.I., B.Ph., Auditor of Ot- 
tawa University and Counselor to Ottawa General Hospital. 
Psychology in Nursing: 

Sister Campion, R.N., Record Librarian, Hotel Dieu Hos- 
pital, Kingston, Ont. 

The Nurse With Higher Education: Her Contribution to Her 

Profession and to the Public: 

Sister Melanie, R.N., Superintendent of Nurses, St. Jo- 
seph’s Hospital, Port Arthur, Ont. 


Organizing Hospital Work for Hospital Sisters: 
Mother M. Pascal, Sisters of St. Joseph, London, Ont. 


Aims in Child Health Activity: 
Rev. Alphonse M. Schwitalla, S.J., President of the Catho- 
lic Hospital Association of the United States and Canada. 


The Transmission of Medical Information to Social Agencies: 

Goronwy O. Broun, M.D., Associate Professor of Internal 
Medicine, Director of Internships, Saint Louis University 
School of Medicine, Saint Louis, Mo. 
St. Vincent’s New Out-Patient Department: 

Sister M. Felicite, R.N., Superintendent, St. Vincent’s Hos- 
pital, New York City. 

Charles F. Neergaard, Hospital Consultant, New York 
City. 

















